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LETTERS TO THE EDITOR 


—Concluded from page 23 





Although I use early ambulation rou- 
tinely, and the techniques described in 
the text book, “Ambulatory Proctol- 
ogy,” I do not do anything except very 
minor procedures in the office. There 
have been inquiries by patients who 
refuse hospitalization, and I should like 
to refer these patients to a properly 
equipped proctologist. 

Many thanks for this information. 

Anonymous 


I regret that I cannot provide you 
with the information requested. There 
is no directory offering such informa- 
tion, nor do I have any personal knowl- 
edge of those who are fully equipped 


for the practice of ambulatory proctol- 
ogy in Los Angeles. 

It would be much appreciated by the 
inquirer, I am certain, if our readers in 
the California area were to send this 
editor the names and addresses of those 
proctologists practicing ambulatory 
proctology in fully equipped offices, as 
requested by the inquirer. These would 
be published in the next issue of the 
Journal, and would be forwarded, in 
the interim, to the inquiring surgeon. 

Indeed, it would be of interest to 
know the names and addresses of all 
such proctologists throughout the world. 
Please send this information for your 
own city and state to the attention of 
the editor, The American Journal of 
Proctology, 147-41 Sanford Avenue, 
Flushing, Long Island. 

The Editor 
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Diagnosis and 


Surgical Treatment 


of Lesions 


of the Colon 


The colon is the site of numerous 
surgical lesions, some of which are 
rather infrequent. The purpose of this 
paper is to re-enumerate lesions of the 
colon and give some of the common 
diagnostic methods. General principles 
of surgical treatment will be discussed, 
since in many lesions of the colon there 
is no uniformity of opinion among sur- 
geons as to the proper surgical proce- 
dure to perform. No specific surgical 
technic will be discussed, since again, 
opinions differ. The individual surgeon 
should perform the operation and use 
the technic which, in his hands, gives 
the best results, providing he follows 
an orthodox course. 


Neoplasms 


Carcinoma of the colon is diagnosed 
by clinical symptoms, physical and labo- 


U 

_ From the Department of Surgery, Stritch School of 
Medicine, Loyola University; Mercy and Cook County 
Hospitals, and the Vaughn Medical Group, Chicago, 


Illinois. 
Presented at the Sixth Annual Convention, Inter- 
national Academy of Proctology, Chicago, 1954. 
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ARKELL M. VAUGHN, M.D. 
Chicago, Illinois 


ratory examinations, roentgen ray ex- 
amination with barium enema, and 
proctosigmoidoscopic examination of 
the lower colon. 

Roentgenographically, tuberculosis of 
the cecum, actinomycosis, diverticulitis, 
and inverted stump of the appendix’ 





Fig. 1. Carcinoma of the cecum. 
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may be confused with carcinoma of the 
cecum, and usually differentiated in the 
pathological laboratory. 

The surgical treatment of this lesion 
can be divided into: 

1. Palliative procedures, usually con- 
fined to decompressive procedures for 
obstruction; such as, cecostomy, trans- 
verse, descending, or sigmoid colos- 
tomies, all of which have a place, and 

2. Radical procedures, which 
further subdivided into operations for 
lesions in the right half of the colon, 


and in the left half of the colon. 


Cancerous lesions in the right half of 
the colon are usually large, bulky, ulcer- 
ating growths occurring on the lateral 
wall. They do not tend to obstruct be- 
cause of (1) the liquid nature of the 


are 


Fig. 2. Carcinoma of the ascending 
colon. 
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of the transverse 


Fig. 3. Carcinoma 
colon. 


fecal current in this area and (2) the 
lack of tendency for the lesion to en- 
circle the bowel, the lumen of which 
is greater here than elsewhere in its 
course. 

Right hemicolectomy with end-to- 
side, lateral, or end-to-end ileotrans- 
verse colostomy are the operations of 
choice for carcinoma of the cecum. The 
author prefers a lateral or end-to-end 
anastomosis. This procedure is well tol- 
erated, and offers the greatest five year 
survivals. An alternative procedure is 
to exteriorize the entire right colon 
along with the transverse colon and 
terminal ileum, in a Lahey-Mikulicz* 
procedure. This latter procedure is only 
to be employed when the condition of 
the patient will not warrant a primary 
resection. 

Cancerous lesions in the transverse 
colon are best treated by wide resec- 
tion and end-to-end or lateral anasto- 
mosis. In extremely sick patients, ex- 
teriorization of the loop in a Mikulicz 




















+ powers 











fashion is sometimes advisable. 

Cancerous lesions in the left half of 
the colon usually originate close to the 
mesenteric border and spread laterally, 
diminishing the size of the lumen, con- 
sequently producing chronic, subacute 
or even acute obstruction. Cecostomy is 
frequently the preliminary procedure 
of choice, especially when a rather sud- 
den obstruction occurs, and the cecum 
is greatly distended to the point of rup- 
ture. 

Through a McBurney incision the 
cecum can be immediately decom- 
pressed, whereby the patient is given 
relief from distention. Later, when the 
patient is in better condition and the 
lesion located by roentgenographic or 
proctosigmoidoscopic examination, re- 
moval of the lesion can be accomplished 
by anterior primary resection if the 
lesion is not below the peritoneal re- 
flection; by combined abdominoperineal 
resection if below. In either event a 
wide resection must be performed up to 
the transverse colon, so that a large 





a ee Met 


Fig. 4. Acute obstruction of the cecum 
from carcinoma of the sigmoid, Cecos- 
tomy is indicated in this condition. 
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Fig. 5. Carcinoma of the descending 
colon. 


amount of mesentery can be removed. 

The author usually ligates the inferior 
mesenteric artery close to its junction 
with the aorta and removes the entire 
left half of the colon, as described by 
Rosi,®> when performing combined ab- 
dominoperineal resections, since more 
five year survivals will result. The trans- 
verse colon serves well as a colostomy. 
Results of the anterior resection, in the 
author’s experience, have not been as 
good as combined abdominoperineal 
resections, since he has seen more re- 
currences of the lesion with the anterior 
procedure. 

Transverse colostomy can be done in 
partially obstructed cases. The surgeon 
can explore for the lesion with this pro- 
cedure where he cannot with a cecos- 
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tomy, but operative trauma is greater 
and should not be done in the extremely 
ill patient suffering from acute obstruc- 
tion. 

The author does not let liver metas- 
tasis defer him from resecting a lesion 
which is resectable. Death from in- 
testinal cancer is very painful and 
agonizing, while death from cancer of 
the liver is usually painless and accom- 
panied by weakness and asthenia. When 
the primary lesion is removed, the meta- 
static secondary metastasis in the liver 
may often remain quiescent for a con- 
siderable length of time. If solitary 
metastatic nodules are found in left 
lobe of the liver, one may be justified 
in removing them, but this is question- 
able. 

The Mikulicz procedure may still 
have a place in the debilitated poor 
risk patient with multiple liver and 
mesenteric metastasis. This procedure 
may be tolerated where a more radical 
procedure would not, and still rid the 
patient of his primary lesion and its 
toxic absorption. 


a 





Fig. 6. Carcinoma of the sigmoid colon. 





Polyps may be divided into two 
major types: 

1. Adenomatous polyps, which fre- 
quently are pedunculated and the most 
common. Their malignant potentialities 
are less than the papillary type. 

2. Papillary adenomas, which usually 
have a sessile base and may involve a 
large area in the bowel. They have a 
higher incidence of local recurrence and 
malignant change. 

Diagnosis is made by roentgen ray 
examination with barium and contrast 
enemas, and by proctosigmoidoscopic 
examination. 

The treatment is usually local poly- 
pectomy for the pedunculated polyps; 
segmental resection for those with a 
broad base and where malignancy is 
suspected. 

Other benign tumors of the colon 
are: lipomas, fibromas, myomas, and 
angiomas, but these are extremely rare. 


Inflammatory Lesions 


Diverticulitis of the colon occurs most 
commonly in the sigmoid, although it 
may occur in the cecum,‘ ascending 
colon,® transverse colon and decending 
colon. Its occurrence is more common 
in the male. Coexistence of carcinoma 
and diverticulitis is naturally a_pos- 
sibility and occasionally observed, but 
development of carcinoma at the site 
of diverticulitis, in the author’s exper- 
ience, is exceedingly rare. Diverticulitis 
may cause rectal bleeding or give signs 
of bowel obstruction, either of which 
will simulate carcinoma, and justify an 
early exploration. 

Diagnosis is based upon symptoms 
and roentgenographic examination with 
barium and contrast enemas. 

Surgical treatment of diverticulitis is 
for the complications, which occur in 
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Fig. 7. Pedunculated polyps in the transverse colon. 


about 10 per cent of patients suffering 
from the disease. The type of oper- 
ation depends on existing complica- 
tions. In general, it may be said that 
drainage is preferable to radical resec- 
tion. Primary resection, in the author’s 
experience, has been much more haz- 
ardous in diverticulitis than resection 
for carcinoma. Proximal colostomy for 
at least three months, in patients with 
incomplete obstruction and tumefaction, 
uncomplicated by abscess or fistula, 
causes the inflammatory process to sub- 
side and re-establishes the lumen of the 
bowel. 

The complications requiring surgical 
intervention are: 

1. Acute perforations with spreading 
peritonitis. These are preferably treated 
by exteriorization of the acutely in- 
flamed portion of the colon, and if the 
condition of the patient permits, a 
proximal colostomy, preferably a trans- 
verse colostomy. 

2. Acute diverticulitis with abscess 
formation. These are treated by drain- 
age of the abscess plus a transverse 
colostomy. At a later date, excise the 
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fistula which usually results, and finally, 
after at least three months, close the 
colostomy. 

3. Inflammatory obstruction is diffi- 
cult to differentiate from carcinoma. 
Exteriorization of the mass of inflamed 
bowel by the Mikulicz fashion when pos- 
sible, is a valuable procedure. The 
author has found primary resection very 
disappointing, since the suture line even 
in normal appearing bowel, will break 
down and an abdominal fistula result. 
For this reason, he prefers a proximal 
colostomy when a primary resection is 
performed, to prevent distention of the 
recently anastomosed bowel. 

An alternate procedure, when the 
mass is definitely proven to be inflam- 
matory rather than malignant, is a 
proximal transverse colostomy, leaving 
the colostomy open for at least three 
months, as previously mentioned. The 
inflammatory process will subside and 
the lumen will regain its normal size. 

4. Colovesical fistula, a dreadful com- 
plication, is treated more successfully 
by a three stage operation; namely, 

a. Transverse colostomy for at least 
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Fig. 8. Diverticulitis of the descending 
colon. 


three months. 

b. Excision of the fistula after infec- 
tion is eliminated from the bladder and 
kidneys. 

c. Closure of the colostomy approxi- 
mately one year following excision of 
the fistula. 

Regional Ileitis is a benign, acute, 
subacute or chronic cicatrizing lesion 
which may attack the gastrointestinal 
tract anywhere, from the stomach to the 
rectum, but usually is located in the 
terminal ileum. 

Diagnosis is occasionally made by the 
presence of a palpable mass, symptoms 
of partial chronic obstruction, and 
roentgen ray findings. 

There is no consensus of opinion at 
present among surgeons, as to whether 
the lesion should be resected or whether 
a short circuiting procedure should be 
performed in the chronic cases. The 
author’s experience with resection in 
regional ileitis has been very disappoint- 





ing because of recurrences. At the 
present time he prefers the short cir- 
cuiting procedure, since its results have 
been as good or better. However, one 


~never knows when a case of regional 


ileitis is cured. 


Ulcerative Colitis requires surgical 


treatment only for complications, which 





Fig. 9. Diverticulitis with carcinoma in 
the sigmoid. 





Fig. 10. Diverticulitis of the sigmoid 
resembling carcinoma. 
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Fig. 11. Regional ileitis of the colon 
showing constricting lesions. 


occur in 15 to 20 per cent of the cases. 
These complications, except for hemor- 
rhage and perforations, occur most fre- 
quently in the chronic, intractable stages 
of the disease. They are: 

1. Perforation, abscess formation and 
hemorrhage, usually occurring during 
the acute stage. 

2. Pseudopolyposis. 

3. Cancer developing in polyposis. 

4. Visceral degenerative changes. 

5. Rectal complications, such as stric- 
ture, fissure, perianal abscess, and so 
forth. 

Diagnosis is based upon symptoms, 
laboratory and _ proctosigmoidoscopic 
examinations roentgenographic 
studies by barium enema. 

Surgical treatment is total colectomy 
divided into stages. Terminal ileostomy, 
by the method of Cattell,® is the first 
stage. After 
elapsed the colon and rectum are re- 
moved in one, two, three, or even four 
stages in the poor risk patients. 
Ravitch * describes the entire procedure 
Restoration of intestinal 


and 


several months have 


in one stage. 
continuity after an ileostomy usually re- 
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sults in recurrence of the disease and is 
not recommended. 

Tuberculosis of the cecum is 
frequent condition, and not always a 
However, extirpa- 


not a 


surgical problem. 
tion of hyperplastic tuberculous lesions 
of the ileocecal coil may be advisable, 
when the disease is localized to this 
segment and when the patient’s general 
condition is compatible with such a pro- 
cedure. History of tuberculosis else- 
where in the body, plus clinical signs 
correlated with roentgen ray studies, 
and laboratory findings, are aids in the 
diagnosis of this disease. 

A one stage right hemicolectomy is 
preferable if condition of patient per- 
mits. Ileostomy may be done as a first 
stage procedure, followed by removal 
of the right colon, cecum and terminal 
ileum, if condition of the patient does 
not warrant a one stage procedure. 





Fig. 12. Ulcerative colitis also involving 
the terminal ileum, 
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Actinomycosis of the colon, especially 
of the cecum, likewise is not a frequent 
lesion. 

Diagnosis is based on symptoms, 
similar to other ulcerative lesions of 
the colon, except the ultimate develop- 
ment of a mass and multiple fistulous 
openings. 

Treatment is unsatisfactory in the 
late stages, but if diagnosed early, im- 
provement or cure may result, by radio- 
therapy, chemotherapy and antibiotics, 
and incision and drainage of abscesses. 
An ileocolostomy is sometimes advis- 


able. 


Traumatic 


Injuries to the colon include: 

1. Contusions incident to violence 
such as kicks or falls. 

2. Puncture wounds as a result of 
false passage of a urethral sound, proc- 
tosigmoidoscope, or rectal tube. Proc- 
toscopic examinations should not be 
performed under general anesthesia. 

3. Stab and gunshot wounds, the lat- 
ter found to be twice as fatal as stab 
wounds. Hemorrhage and shock are 
the commonest cause of death in these 
cases. 

4. Complete rupture following the 
introduction of compressed air into the 
rectum. 

5. Injury by impalement; more com- 
mon in rural districts. 

6. Injury to the sigmoid colon in the 
course of pelvic operations. 

7. Injuries from incisions of the rec- 
tum during perineal prostatectomy, or 
in the course of various operations con- 
ducted through the vagina. 

Diagnosis is usually based upon the 
symptoms of an acute abdomen, aided 
by roentgenographic flat plate. 

The prerequisite for surgical treat- 





ment of injuries to the colon is their 
immediate recognition and correction. 
Gunshot wounds of the abdomen require 
meticulous examination of the gastro- 
intestinal tract to find and repair the 
wounds of entrance and exit in the 
bowel. Stab wounds usually do their 
damage to the bowel near the site of the 
abdominal entrance. If more than one 
half of the diameter of the bowel is in- 
volved, resection may be necessary. Ex- 
teriorization of the colon, however, may 
be a lifesaving measure. 


Congenital Anomalies 


Malpositions of the colon, so-called, 
are of clinical significance only in so 
far as they may influence the produc- 
tion of a volvulus or intussusception. 

Diagnosis is usually made by roent- 
gen ray examination. 

The value of any form of surgical 
correction is questionable. It is doubt- 
ful if the mobile cecum and colonic 
ptosis per se, have any bearing upon 
the symptoms from which the patients 
complain, since those patients who do, 
are mostly neurotic, frustrated indi- 
viduals. 

Atresia of the colon is extremely rare, 
occurring usually in children with im- 
perforate anus. Muconium ileus is not 
necessarily associated with atresia of the 
colon, although atresia may occur in the 
large intestine. If complete, a proximal 
colostomy or an ileocolostomy should 
be performed, as an emergency pro- 
cedure. Excision of a stenosed segment 
can be accomplished months or years 
later. 

Failure of rotation of the colon 
is usually asymptomatic, and usually 
diagnosed at the time of abdominal ex- 
ploration, where the appendix is found 
in an abnormal position. 
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Multiple Polyposis may occur as an 
inherited disease, with a high incidence 
of malignant degeneration early in life. 

These lesions are diagnosed by clini- 
cal symptoms, and roentgen ray exami- 
nation with contrast and _ barium 
enemas. 

Treatment is colectomy, partial or 
total, of the involved area, either in one 
or in several stages. 

Hirschsprung's Disease _— (congenital 
megacolon), according to Swenson," is 
‘a congenital malformation of the pel- 
vic parasympathetic system consisting 
of absence of ganglion cells in Auer- 
bach’s plexus in a variable portion of 
the distal colon that is supplied by the 
pelvic nerve. The length of colon in- 
volved in this ganglionic deficit varies 
but always includes the internal sphinc- 


Fig. 13. Malrotation of the cecum. 
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Fig. 14. Transposition of the right half 
of the colon. 


ter, the rectum and rectosigmoid. The 
lesion may exiend more proximally, but 
rarely beyond the sigmoid.” 

In his opinion, diagnosis is based 
upon the fact that patients with Hirsch- 
sprung’s disease usually have impaction 
of the sigmoid above the congenital 
lesion, and the rectum is empty. Swen- 
son believes that the roentgenogram is 
pathognomonic in Hirschsprung’s dis- 
ease and demonstrates a dramatic nar- 
rowing of 8 to 10 cm. of the rectum 
and rectosigmoid, with marked dilata- 
tion of the sigmoid. He points to in- 
ability of the patient with Hirsch- 
sprung’s disease to empty the colon, and 
recommends that this loss of function 
should be recorded on a post-evacuation 
roentgenogram. 

Surgical treatment is resection of the 
aganglionic rectum and_ rectosigmoid 
and performance of a_ pull-through 
anastomosis to the anus. 
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Fig. 15. Hirschsprung's disease showing 
narrowing at the rectosigmoid junction 
and enlargement of the colon to the 
hepatic flexure. 


Mechanical and Others 


Volvulus occurs most frequently in the 
sigmoid colon and cecum; occasionally 
in the transverse colon and small intes- 
tine. These areas are usually mobile 
and have proportionately long mesente- 
ries. It is more common in men than 
in women. Torsion is usually 180 to 
360 degrees and usually counter-clock- 
wise. 

Diagnosis is based upon symptoms of 
acute intestinal obstruction with stran- 
gulation. Distention is usually marked. 
especially if located in the sigmoid. 
Blood may be present in the rectum if 
a sigmoid volvulus, and evidence of 
severe toxemia occurs early. A roent- 
genographic flat plate of the abdomen 
and a barium enema, are valuable diag- 
nostic aids. Occasionally, a barium 





enema, if given-early, may relieve the 
torsion if in the sigmoid. 

Operation is the only curative pro- 
cedure unless promptly relieved spon- 
taneously or by barium enema. When 
operated early, simple untwisting of the 
strangulated segment is all that is neces- 
sary. Detorsion of the cecum may be 
difficult. Aspiration to enipty the dis- 
tended loop of cecum of its gas and 
fluid contents prior to delivery for in- 
spection, may be a useful procedure. 
Cecostomy following detorsion, if the 
bowel wall is viable, is the procedure of 
choice. This will quickly empty the 
toxic contents, and will usually produce 
adhesions to the lateral abdominal wall, 
which should prevent a recurrence of 
the torsion. If the cecum is not viable, 
a Lahey-Mikulicz type of procedure, 
with exteriorization of the cecum with 
the ascending colon and terminal ileum, 
is the procedure of choice, although in 
some instances, a primary resection 
may be performed. 

The sigmoid may be exteriorized in 
a Mikulicz fashion and the involved 
segment resected extraperitoneally, in 
severe cases. This should prevent a re- 
currence. In some instances primary 
resection of the involved segment may 
be advisable. 

Intussusception is observed in chil- 
dren under two years of age in over 75 
per cent of cases, more than one half 
occurring in the first year of life. Be- 
nign and malignant tumors are probably 
responsible for the majority of instances 
of intussusception in adults, benign tu- 
mors predominating. Malignant cauli- 
flower growths of the large intestine 
may likewise be etiologic factors. 

Diagnosis is based upon symptoms, 
which are those of bowel obstruction, 
and by roentgenographic examination 


40 THE AMERICAN JOURNAL OF PROCTOLOGY 








SERRE cess 














eT 








with barium enema. 

Treatment is usually surgical and 
should not be delayed. However, in 
some cases seen early, reductions may 
be accomplished by a barium enema 
with the aid of the fluoroscope.’ Pulling 
on the invaginated portion entails con- 
siderable danger of rupturing the bowel 
when the intussusception has been pres- 
ent more than a few hours. Reductions 
may be accomplished by pressure with 
the fingers on the apex from the distal 
end, which tends to milk the intussus- 
cepted bowel upward and outward. Re- 
duction may be impossible, usually be- 
cause of gangrene or adhesions. If the 
patient’s condition is grave, exterioriza- 
tion of the mass in a Lahey-Mikulicz or 
Mikulicz fashion is generally a safer 
procedure than a primary resection, 
such as a right hemicolectomy with ileo- 
transverse colostomy. A primary re- 
section, however, is preferable, if condi- 
tion of the patient permits. 

Fistula of the colon may be gastro- 





Fig. 16. A case of intussusception. 
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Fig. 17. Gastrocolic fistula. 


colic, gastrojejunocolic,'® colovesical or 
external. Diagnosis is usually made by 
roentgenogram. 

Treatment is surgical removal of the 
fistula, which may be a Herculean task, 
and may require stage procedures. 

Foreign Bodies swallowed, pass 
through the intestine without injury, in 
the majority of cases. Objects recorded 
as having been accidentally or intention- 
ally swallowed or introduced into the 
rectum, make a most extraordinary and 
interesting collection. 

The author‘! previously reported a 
foreign body (case knife) in the sig- 
moid, which had ascended from the 
rectum. It was removed by laparotomy 
and extraction through the rectum with- 
out opening the bowel. Foreign bodies 
causing symptoms of intestinal obstruc- 
tion usually require abdominal explora- 
tion. The roentgenogram is a valuable 
aid in diagnosing nonopaque foreign 
bodies. 

Surgical treatment depends on cir- 
cumstances surrounding each case. 


41 








Oe 


neree* tree oe 


ve 


1 


x 


ee ee ee 


Comments 


Surgical advancements in treatment 
of lesions of the colon have been notably 
improved, particularly since the advent 
In this broad field of 
abdominal surgery, however, standard- 
ization, and advocacy of specific surgi- 
cal procedures and technics is not al- 
ways possible. 

The numerous types of lesions to 
which the colon is prone, importance of 


of antibiotics. 


the magnitude of pathology present, the 
patient’s preoperative condition as an 
indication of the extent of surgery he 
can tolerate, are all factors in determin- 
ing the proper operation to perform. 
The individual surgeon’s experience 
with a particular course of action and 
its results, is his best criterion for jus- 
tifying the use of a specific surgical 
technic or procedure. 

On the other hand, diagnostic meth- 
ods, such as roentgenographic studies, 





proctosigmoidoscopic examination, ju- 
dicious use of barium and contrast ene- 
mas, in addition to physical and labora- 
tory examination, have become more or 
less standardized. 

In spite of a general consensus on 
the value of these diagnostic aids, how- 
ever, it should be restated, that many 
benign lesions of the colon are often 
symptomatic of, and confused with car- 
cinoma of the colon. These are fre- 
quently differentiated only by explora- 
tory laparotomy and/or in the patho- 
logical laboratory. 

Typical of this are diverticulitis of 
the cecum and of the ascending colon, 
among others, which may cause syn- 
dromes simulating obstruction, carci- 
noma, and acute appendicitis. These 
are sometimes difficult to differentiate 
clinically, the exact diagnosis finally de- 
termined in the pathological laboratory 
or at operation. 


Summary 


General principles of diagnosis 
and surgical treatment of lesions 
of the colon are presented. 

Evidence in the literature of di- 
vergence of opinion on particular 
surgical procedures and _ technics, 
is reported. 

Lesions of the colon are classi- 


fied, and particular diseases oc- 
curring within each category are 
discussed. 


Difficulty encountered in differ- 
ential diagnosis of certain lesions 
of the colon, both preoperatively 
and at operation, is described. 
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Pruritus ani is the term applied to 
itching about the anus and is actually 
a symptom and not a disease entity. 

Many forms of treatment have been 
advocated and a multitude of ointments 
have been developed and recommended, 
although very few, if any, have any 
specific value. The reason for the many 
difficulties involved is due to the fact 
that the etiology of pruritus ani is not 
as a rule treated, but only symptomatic 
therapy is advised. 

It is our purpose in this paper to 
give a new working classification of 
pruritus ani—our interpretation of its 
etiological factors—and the therapy for 
each type.—We are cognizant of the 
fact that we are omitting a number of 
theoretical etiological factors in our 
classification, but for practical, clinical 
working purposes and to avoid confus- 
ing the subject, we have simplified pru- 
ritus ani as much as possible. 


WORKING CLASSIFICATION OF 
PRURITUS ANI 


A. SIMPLE TYPE 


1. Due to discharge from a fissure. a 
fistula or a post-operative wound. 

2. Due to aureomycin and terramy- 
cin medications. 

3. Due to amebic colitis. 

4. Due to pinworm infestation. 


Pruritus 


Ani 


MANUEL G. SPIESMAN, M.D. 
LOUIS MALOW, M.D. 
Chicago, Illinois 


B. FUNGUS TYPE: (FIG. II) 

C. INTRACTABLE TYPE: (FIG. III) 

D. NEUROGENIC TYPE: (FIG. IV) 

E. ALLERGIC TYPE (DERMATITIS 
VENENATA) 


1. Due to anorectal ointment sen- 
sitivity — Dermatitis Venenata 
(FIG. 1). 
2. Food allergy. 
GENERAL HOME TREATMENT FOR ALL 
CASES OF PRURITUS ANI 

The following are general rules for 
home treatment for al! cases of pruritus 
ani: 

1. Avoid all toilet paper. Clean anus 
with cotton and mineral oil after 
B.M.’s and on retiring. THIS IS MOST 
IMPORTANT. 

2. Apply a small pledget of cotton to 
anal verge to absorb discharge. Change 
cotton several times a day. 

3. Avoid alcoholic beverages and 
highly seasoned food. 

4. Sedatives, especially 14% hour be- 
fore retiring, give restful sleep and pre- 
vent harmful night scratching. 

These general rules are in addition 
to the specific therapeutic measures to 
be given in the following pages for the 
various types of pruritus ani. 


A. SIMPLE TYPE 
1. DUE TO A DISCHARGE 
The first type is due to an anal 
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discharge from either a fis- 
sure, fistula or postoperative 
wounds, 

Any break in the skin or 
mucous membrane of the 
ano-rectum will create a pur- 
ulent discharge which is ir- 
ritating to the perianal skin. 
A fissure, a draining fistula 
or a postoperative anal 
wound will thus give a dis- 
charge which will give rise 
to pruritus ani. 

The treatment of this type 
of pruritus ani is simply the 
treatment of the underlying 
cause, such as surgery for the 
fissure or fistula, or continu- 
ous treatment and supervision of the 
healing of an operative wound. While 
awaiting surgery for the fissure or fis- 
tula, or during postoperative healing. 
pruritus can be controlled by instituting 
the following suggestions: 


Home Treatment 
a. Consists of the general home treat- 
ment given above, plus: 
b. 5% Boric acid ointment locally 
c. Panthoderm cream (U. S. Vitamin 
Corp.) locally 
d. Rx. Phenol 0.75 
Menthol 0.25 
Ung. ammoniated 
mercury (10%) 
q.s. ad 30.0 
Sig. Apply locally after 
cotton and mineral oil 
cleansing. 


Office Treatment . 

An external local application of 10% 
silver nitrate solution followed imme- 
diately by another application of 5% 
tannic acid in 95% alcohol. This com- 
bination gives relief of the pruritus, 
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Figure | 


protects the dermatitic perianal skin 
and promotes healing. 


2. DUE TO AUREOMYCIN AND 

TERRAMYCIN MEDICATION 

Since the advent of aureomycin and 
terramycin medication, a specific type 
of pruritus ani has developed. Accord- 
ing to statistics about 7% of patients 
taking terramycin or aureomycin de- 
velop diarrhea or frequency of B.M.’s, 
gaseous distention and pruritus ani. 
This pruritus ani has been described as 
an infection which affects the lower 
G. I. tract and ano-rectum. Local find- 
ings are those of redness, irritation and 
abrasions about the anal canal and peri- 
anal skin, and sometimes even ulcera- 
tion of the rectum (proctitis). 


Home Treatment 

a. Cessation of the offending medi- 
cation. 

b. Adequate intake of Vitamin B 
Complex. 

c. Abundance of cottage cheese, but- 
termilk, acidophulus milk or 
acidophulus tablets. 

d. General home treatment such as 
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substituting cotton and mineral 

oil wiping for toilet paper, dry 

cotton to absorb perianal mois- 

ture, avoidance of alcoholic bev- 

erages and sedatives as indicated. 
e. Panthoderm cream. 


Office Treatment 

a. Local application of Carbo-Fung 
solution (Carbo-Fung Chemical 
Lab.) to the pruritic skin, or 

b. Local application of 10% silver 
nitrate solution followed immedi- 
ately by another application of 
5% tannic acid in 95% alcohol. 


3. DUE TO AMEBIC COLITIS 
This, according to our statistics and 


experience, is the most frequent cause 
of pruritus ani. 


It is only in the past ten years 





FUNGUS TYPE 
Figure Il 


that we have become cognizant of the 
frequency with which we found changes 
in habit time associated with pruritus 
ani, and we began stool examinations 
for parasites and ova. At first it was 
surprising, and to us coincidental, to 
find endamoeba histolytica present in 
the stool of many of these patients. 








TYPE 
Figure Ill 


Once the association was manifest, we 
began to search for other symptoms, 
and it was not uncommon to find ab- 
dominal cramps, R. L. Q. pains and 
tenderness, frequency of B.M.’s and/or 
constipation as well as fatigue, ano- 
rexia and weakness. 

Many of these patients had been 
under therapy for “spastic colitis,” 
“mucous colitis,’ “regional colitis” or 
“chronic appendicitis.” Many had been 
subjected to appendectomy, cryptec- 
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Figure IV 
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alleviating the symptoms or 


the parasite. In fact, many 
of the above have brought 
about side effects much 
worse than the original 
symptoms. 

In our hands, Diodoquin 
and carbarsone have given 
uniformly good results in 
about 90% of our cases. We 
do not hesitate to prescribe 
Diodoquin and carbarsone, 
even in those cases in which 


Figure V. The injection treatment for pruritus ani we suspect amebiasis, al- 
is done with a tuberculin syringe and a Luer lock though the stool examina- 
needle, gauge 20. One quadrant is done at each tion is negative. Those cases 


sitting. The injection is made under the skin starting 
at a point beyond the area of dermatitis. 


tomy and hemorrhoidectomy, only to 
have their symptoms recur and persist. 

Examination usually reveals a simple 
perianal irritation and a negative proc- 
toscopic and sigmoidoscopic examina- 
tion. Occasionally sigmoidoscopy may 
reveal amebic ulcerations, or more fre- 
quently a slight redness of the mucus 
membrane and small pre-ulcer areas 
which are raised and reddened. An in- 
crease in secretion of mucus is usually 
noted, 

Many a doctor has suspected amebi- 
asis in a patient and has had repeated 
stool examinations which were negative 
for parasites and ova. Very few techni- 
cians are sufficiently trained in para- 
sitology to do adequate examinations, 
while most specimens are allowed to 
stand for many hours before examina- 
tion, making it almost impossible to 
find any organisms whatsoever. 

Many new amebicides have been de- 
scribed such as fumadil, terramycin, 
bacitracin and magnamycin, but they 
have not been any more successful in 
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which respond clinically to 
a course of treatment with 
Diodoquin and carbarsone, but still 
have positive stools, we feel are carriers, 
and we advise 10-20 days of Diodoquin 
therapy every 3 months or oftener as 
a followup treatment. Chronic amebi- 
asis is a very intractable disease and 
very difficult to completely alleviate. 
One should not become discouraged 
if positive stools are reported after 
several courses of treatment. We oc- 
casionally include the antibiotics in in- 
tractable cases, but to date we are un- 
able to report more satisfactory results. 


Home Treatment 
a. Dioloquin gr. X t.i.d. for 10 days, 
followed by 
b. Carbarsone 0.2 Gm. for 10 days. 
c. Repeat both of the above courses. 
(Carbarsone is a powerful arsenical 
and should not be taken for more 
than 10 days at a time. It should not 
be given to patients with liver or 
kidney pathology.) 
d. Panthoderm cream locally. 
e. General home care as described 
before. 
47 
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Office Treatment 
a. 10% silver nitrate applications to 
perianal skin followed at once by 
5% tannic acid in 95% alcohol. 


4. PINWORM INFESTATION 

Although we do see pinworm in- 
festation occasionally, it has been com- 
paratively uncommon in our _ procto- 
logic practice. The pediatricians report 
the presence of this condition more 
commonly than the proctologists. The 
pinworms are usually seen during sleep- 
ing hours. Proctoscopic examination 
will frequently, reveal the motile pin- 
worm in the ano-rectum. If the organ- 
ism is not visible, scotch tape applied 
to the perianal area on retiring and 
removed in the morning, will usually 
reveal the parasite or ova. 


Home Treatment 

a. The best medication in our experi- 
ence to date for the eradication of 
of this parasite is Terramycin. 
Dose in adults: 250 mgm q.i.d. 
for 7 days 
Dose in children: 75-150 mgm 
q.i.d. for 7 days, depending upon 
age and weight. 

b. Treat the entire family, mother, 
father, brothers, sisters and ser- 
vants, if permanent relief is to be 
obtained, because one infects the 
other. 

c. Scrub hands and nails after each 
toilet. 

d. Daily change and boiling of bed 
linens and underclothes for the 
duration of the treatment is also 
very important. 

e. Aerate sleeping rooms each morn- 
ing. 

f. Local application of Panthoderm 
cream locally. 

g. General home treatment as de- 





scribed before. 

h. Another oral medication, Antepar, 
has been advocated recently in the 
treatment of pinworms. 

Office Treatment 

a. 10% silver nitrate application fol- 
lowed at once by 5% tannic acid 
in 95% alcohol, will protect and 
heal abraded area and relieve the 
itching. 


B. FUNGUS TYPE 

This type of pruritus ani is fairly 
common and is quite easily recognized 
as a moist dermatitis with a papulo- 
macular eruption in ring formation 
around the anal opening. Abrasions 
from scratching are also apparent. 


Home Treatment 

a. General home treatment suggested 
previously is very important. 

b. Panthoderm Cream, (U.. S. Vita- 
min Corp.) locally. 

Office Treatment 

a. Thorough painting of the derma- 
titic area with Carbo-Fung solu- 
tion 3 times weekly. 

b. Injection of Nupercaine in oil if 
the condition is severe and resist- 
ant to treatment. The injections 
are made in 4 quadrants, covering 
one quadrant at each sitting. The 
injections are made with the aid 
of a 2”, 20 gauge needle on a 1 
cc. tuberculin syringe. The injec- 
tions must be made subcutaneous- 
ly, fanning out to cover the entire 
affected quadrant. The tuberculin 
syringe is used to avoid pooling of 
the solution. If the solution is in- 
jected into the skin instead of 
below, or if a larger syringe is 
used and pooling occurs, a slough 
may result. In over 27 years of 
experience we have used Nuper- 
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caine in oil, a tuberculin syringe, 
injected subcutaneously, keeping 
the needle moving constantly, and 
have never experienced a slough. 
Results with this treatment are 
excellent and sometimes dramatic. 


C. INTRACTABLE TYPE OF 
PRURITUS ANI 

Although there is no definite proof, 
it is our impression, that this type of 
pruritus ani is the end result of a long- 
standing chronic itch, possibly due to 
the irritating end products of putrefac- 
tion, fermentation or chronic amebiasis. 
The constant scratching and dermatitic 
reaction over a period of years results 
in fibrosis, abrasions and _lichenifica- 
tion. 

Treatment of this type is non-specific. 
In other words, we attempt relief by a 
combination of home, local and surgical 
treatments. As the name “intractable” 
suggests, the condition is difficult to 
eradicate and is notorious for its ex- 
acerbations and remissions. If medical 
management does not succeed, or if re- 
currences are frequent, surgery is ad- 
vised. The operation of choice in our 
hands as well as in the hands of many 
other proctologists, is the modified 
“Ball operation,” commonly called the 
“clover leaf operation” or “perianal 
neurotomy.” 


Home Treatment Before Surgery Is 
Found Necessary 
a. General home treatment given 
before. 
b. Panthoderm cream locally. 


Office Treatment 
a. Local application of 10% silver 
nitrate solution followed immedi- 
ately by 5% tannic acid in 95% 
alcohol. 
b. Or, thrice weekly paintings with 


(Vol. 6, No. 1) FEBRUARY 1955 


Carbo-Fung solution. 
c. Subcutaneous injections of an- 
esthetic oil. (Fig. V) 

If no relief is obtained, or if several 
recurrences are experienced, surgery is 
advised. 

In our hands the “clover leaf” opera- 
tion, or “peri-anal neurotomy,” has 
given relief to intractable, chronic re- 
current pruritus ani patients in 95% of 
the cases. If recurrence is experienced 
after this operation, it is rare and can 
usually be relieved by the injection of 
Nupercaine in oil and a few local treat- 
ments. Establishment of the “general 
home treatment” described previously 
is re-advised. It is very rare that sur- 
gery has to be repeated. The intractable 
type of pruritus ani is the one type that 
most often requires surgery. 

Surgical Treatment 

Patients scheduled for the “clover 
leaf” operation can be told that they 
will be free of the itching syndrome 
from the first day following surgery. 
All of them are very grateful. In our 
hands this operation has been one of 
the most gratifying of all treatments 
for intractable pruritus ani. 

The “clover leaf” operation consists 
of undercutting the perianal pruritic 
skin. If there are skin tags, fissure-in- 
ano or crypts, the excision of these 
pathological areas will constitute one of 
the incisions of the clover leaf opera- 
tion. 

Usually four radical incisions about 
1” long are made, starting at the anal 
margin (Fig. VI). The knife is inserted 
into the subcutaneous tissues through 
one of these incisions and pushed 
through to the next incision (Fig. VII). 
The skin is undermined in this way 
throughout the area of pruritus, thus 
severing the superficial nerves in the 
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Figure VI 
Step I. One-half inch incisions are 
made in four quadrants as illustrated. If 
skin tags are present, the excised tag 
areas may act as the incision for the 
first step in the clover leaf operation. 





Figure VII 
Step 2. A scalpel is forced under the 
skin from one incision to the next adjoin- 
ing incision as above. 





area involved in the pruritus (Figs. 
VIII, IX, X). In some cases this under- 
cutting is extended into the vulva in the 
female. Bleeding is controlled by pres- 
sure bandages which are removed in 24 
hours. No oxycel or drains are placed 
under the skin flaps, because we experi- 
enced several sloughs following this 
technique. 


D. NEUROGENIC TYPE 


This type is characterized by a local 
patch of perianal dermatitis which is 
either raised, thickened or weeping. It 
is usually found in highly emotional, 
neurotic types of individuals and will 
frequently be associated with areas of 
neurodermatitis in other parts of the 
body. 

Home Treatment 

a. The general treatment of hygiene 
described previously. 

b. Sedatives as indicated. One of our 
favorite prescriptions is Lusyn 
tablets, 1 gr. p.c. & hs. 

c. Frequently these patients have 
emotional problems which require 
the help of a psychiatrist. We are 
not opposed to such treatment and 
occasionally advise same. 

d. Panthoderm cream locally. 

Office Treatment 

a. Silver nitrate solution applica- 
tions, followed by the tannic acid 
solution thrice weekly. 

b. Carbo-Fung 
weekly. 

c. Nupercaine in oil injections into 
4 quadrants, 1 quadrant at a sit- 
ting and 2 sittings a week. 

Surgery 


applications _ thrice 


If the above treatment is ineffective, 
and it frequently is, then the clover leaf 
operation is advised. Good results can 
be expected from this type of surgery. 


90 THE AMERICAN JOURNAL OF PROCTOLOGY 





ETT conc 


a ae 


ALS 

















STEP 3” . 
Figure VIII 
Step 3. The scalpel lying on its side is 


moved in a saw-like manner, severing 
the nerves as its separates the skin from 
the subcutaneous tissue. The blade cuts 
in one direction and is then reversed 
cutting in the opposite direction until 
all of the nerves in the quadrant are 
severed. The knife is then removed and 
forced subcutaneously to the next in- 
cision. This procedure is repeated until 
the entire subcutaneous pruritic area has 
been separated from the affected skin 
above. 





E. ALLERGIC TYPES (DERMATITIS 
VENENATA) 
1. DERMATITIS VENENATA 
(Allergic sensitivity to anorectal 
ointments) Many patients have 


ointments or suppositories _pre- 
scribed by a physician or drug- 
gist, to which they are sensitive, 
and have developed an acute der- 
matitis venenata about the anus 
and perianal areas. These patients 
present themselves with areas of 
edema, excoriation and weeping 
which may extend 6 to 12 inches 


about the anus. 
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Home Treatment 


a. Cessation of all previously used 
anorectal medications. 

b. Hydrocortone and Panthoderm— 
Hydrocortipan (U. S. Vitamin 
Corp.) has recently been found to 
be most helpful. 

c. Bland diet. 

d. No alcoholic beverages or highly 
seasoned foods. 





Figure IX 


Step 4. A hemostat is passed from one 
incision to the next and the loosened 
segment of pruritic skin is retracted out- 
wardly bringing into view the anal 
verge. The scalpel then proceeds to 
sever the nerves close to and in the anal 
opening which is also commonly affected 
by the pruritic condition. 


e. General home treatment of cotton 
and mineral oil instead of toilet 
paper for cleansing purposes. 

f. Weak potassium permanganate 
solution external irrigation twice 
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Step 5. A finger is dipped into an anti- 
septic solution and passed under the skin 
in all directions to determine whether 
any skin and nerve areas are still 
attached to the subcutaneous tissue. 


daily or boric acid solution com- 
presses. 

g. Ice bag to perianal area during 
excesgive itching periods is very 


helpful. 








h. Antihistamines orally. 

i. Sedatives for sleeping and during 
the day, as indicated. 

j. ACTH or cortisone is also given 
if above treatment does not pro- 
duce results in a reasonable period 
of time. ~ 


Office Treatment 

a. 10% silver nitrate solution fol- 
lowed by 5% tannic acid in 95% 
alcohol is good for local office 
treatment 3 times weekly. 

b. This can be replaced by Carbo- 
Fung solution (Carbo-Fung Chem- 
ical Lab.) 3 times weekly. 


2. FOOD ALLERGY 


Although we recognize food allergy 
as a possible cause of pruritus ani, we 
have been able to get excellent results 
without giving the food problem any 
more attention than to advise avoid- 
ance of highly seasoned foods and al- 
coholic beverages. if all 
treatments fail and a differential diag- 
nosis suggests food sensitivity, we refer 
the patient to an allergist who is prop- 
erly qualified to handle such a condi- 


However, 


tion. 


Conclusions 


We are cognizant of the fact that 
other treatments for pruritus ani 
such as the tattoo treatment devel- 
oped by our own Dr. Cantor, X-ray 
therapy, Grenz-ray therapy and in- 
numerable ointments are being 
used successfully by proctologists, 
surgeons and general practitioners. 
With due credit to all of the above, 
we have attempted to describe and 
relate only the treatment for this 
most intractable condition which 
we have used and found successful 
in an exclusive proctologic practice 
of 27 years duration. We feel that 


only by an exchange of experiences 
can we all benefit. It was in this 
spirit that this paper was written 
and has now been delivered. 

In conclusion we have described 
briefly a practical, clinical classi- 
fication of the most common types 
of pruritus ani, and have described 
the home, office and surgical treat- 
ment of each type. We would like 
again to emphasize the special im- 
portance of the relationship of 
amebiasis to pruritus ani and the 
“clover leaf” operation. 

30 North Michigan Avenue 
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Common 


Dermatoses 


New Drugs vs. Old Drugs in 


It seems appropriate at this time, 
with the introduction of so many new 
drugs on the market, that we evaluate 
the entire field with a critical eye and 
compare their results with the old, time- 
tested dermatological medicaments. 
Also, we should correct the thinking of 
the times that only new things have 
value and the old are worthless and to 


be discarded. 


Dermatitis Venenata is inflam- 
mation of the skin due to external 
causes, omitting drugs and medica- 
ments. The anogenital and gluteal re- 
gions can become inflamed from syn- 
thetic rubber goods, eg., girdles, 
condoms, etc., plastics and plastic coat- 
ings, such as are found on bill folds, 
key rings, etc., and present erythema 
roughly outlining the offending agent, 
weeping and itching. 

The old therapeutic procedure in- 
cluded the use of open wet dressings to 
soothe and cool the superficial inflam- 
mation, to remove the crusts, to treat 
the infected areas, and to allay the itch- 
ing. This was done with boric acid wet 
dressings, aluminum acetate or sub- 
acetate, silver nitrate, or if there was 
secondary bacterial infection, with 
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Their Treatment 


HAROLD M. SPINKA, M.D.* 
Chicago, Illinois 


1:5000 potassium permanganate. The 
dermatologist also uses superficial x-ray 
therapy. 

After the acute phase subsides, mild 
creams, pastes, or lotions, are used, 
e.g., zinc oxide, calamine lotion, or 
mild topical ointments, e.g., boric acid 
ointment. 

Later, a mild form of tar is used, to 
complete the therapy. For the pruritus, 
menthol is added to act on the nerve 
endings to alter the sensation of the 
skin from itching to one of coolness, or 
phenol, which causes analgesia. 

The new drugs recommended today 
include Panthoderm cream, anti-hista- 
minic creams’ antibiotic creams which 
help clear only the secondary infection 
present, Quotane lotion and ointment? 
the local anesthetic group of “caine” 
ointments, e.g., Surfacaine, Nupercain- 
al, etc. When these are applied, we 
violate one of the cardinal rules in 
dermatological therapy—never apply 
ointment to acutely inflamed skin. After 
the acute phase has subsided, only then 


* Assistant in clinical Dermatology, University of 
Ilinois (Rush Division), Assistant attending dermatol- 
ogist, Presbyterian Hospital out-patient department, 
Dermatologist, Evangelical Hospital, Holy Cross Hos- 
pital, Chicago, Illinois. 

Presented at the Sixth Annual Convention, Inter- 
national Academy of Proctology, Chicago, 1954, 
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may ointments and creams be used. 

The new drugs of value in the treat- 
ment of dermatitis venenata include the 
use of anti-histaminics orally or par- 
enterally, and the steroids, as ACTH 
15-25 mg., or 100 mg. cortisone orally 
or parenterally, but not in the ointment 
form. 

Dermatitis Medicamentosa is an 
inflammation of the skin due to drugs, 
given orally, parenterally, or topically, 
and may be due to the molecular struc- 
ture that is capable of producing aller- 
gic response of the skin, or their asso- 
ciated impurities,* cumulative effects 
(e.g., silver), or toxic effect, probably 
via the liver, and the reaction of the 
skin is variable. One finds an eczemat- 
ous reaction due to quinine, arsenic, 
urticarial type from salicylates, bar- 
biturates, phenolphthalein, or opiates, 
nodular reaction from bromides, 
iodides, erythema multiforme type from 
phonelphthalein, antipyrine, sulfas, pur- 
puric lesions from arsenic, iodides, sul- 
fa, heavy metals, and fixed drug erup- 
tions as seen from phenolphthalein, an- 
tipyrine, barbiturates, salicylates, and 
sulfas.* 

Therapy is as above in dermatitis 
venenata, plus the removal of the offend- 
ing drug. 

Aureomycin and Terramycin have 
produced an increase in the number of 
fungus infections as well as enteritis. 
Kligman’® feels that candida albicans 
remains after the use of broad spectrum 
antibiotics, whereas Dearing and Heil- 
man® feel that staph. pyogenes is the 
causative factor for the enteritis. 
Downing’ expresses the accepted opin- 
ion that large doses of vitamin B com- 
plex correct the diarrhea and genital 
eruptions. 

Before use of any of the “caine” 


group of drugs, he should include in 
his history on allergic reactions con- 
sideration of Butyn, the sulfas, the para- 
phenylene-diamine dyes for hair and 
fur, and para-amino-benzoic acid used 
for arthritis. There is a cross-sensitiza- 
tion between these drugs, and an aller- 
gic reaction to one will likely produce 
an allergic reaction to the others. 

Fungus Infection of the groin, 
buttocks, and ano-genital region is veri- 
fied by the dermatologist by scraping 
some of the scale onto a glass slide, 
adding 20% KOH, heating the slide to 
dissolve the epidermal debris, and find- 
ing the filaments of fungus disease 
under the microscope. If none are 
found, we inoculate Sabauraud’s media 
and identify the culture. Many cases 
are due to the organism, epidermophy- 
ton floccuosum. 

The old drugs that still produce cures 
include the aniline dyes, e.g., 1% gen- 
tian violet or Castellani’s paint, Whit- 
field’s ointment, 10% sulfur ointment, 
5% silver nitrate, superficial x-ray 
therapy, and 1% tinct. iodine in alco- 
hol. 

The new drugs are also good, but no 
better, but have one additional advan- 
tage: they do not stain the skin and the 
undergarments, as do the drugs of old. 
These include the unsaturated fatty 
acids, e.g., undecylenic acid and pro- 
pionates, Asterol, and Pragmatar (a 
new preparation with the old drugs 
such as salicylic acid and sulfur). 

Pruritis Ani No dermatologist, 
gynecologist, or proctologist can cure 
all cases of pruritus ani. However, with 
cooperation among the three special- 
ties, and the services of the psychiatrist, 
we can go a long way in providing 
relief for our patients. 

I insist on all patients with pruritus 
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ani having a work-up by a proctologist 
to correct any pathology present, for 
we know that hemorrhoids, polyps, fis- 
sure in ano, fistula in ano, as well as 
other diseases, can 
produce the pruritus, and therapy of 
these conditions cures the pruritus. 

In women, a complete gynecological 
examination is ordered to rule out 
pathology involving the uterus, ovaries, 
bladder, and vagina. Often times the 
pruritus clears after the gynecological 
pathology is corrected. 

In the remainder of the cases still 
uncontrolled, the dermatologist 
correct those cases where the causes 
may be due to allergy*, drugs, increased 
perspiration, and true dermatitis of the 


gastro-intestinal 


can 


ano-genital region. 

The remainder of the cases are then 
on a psychogenic basis, related to sex- 
ual disturbances, e.g., frigidity, or an 
exit for increased mental tension, and 
these require the services of a com- 
petent psychiatrist. 

A serological test for syphilis is in- 
dicated in all cases of pruritus ani, for 
about 16% cases of obscure pruritus 
ani are late latent syphilis. 

It is not my intention to convince 
you that my forms of therapy always 
work, and yours do not. I am only 
giving you the dermatologist’s opinion 
of therapeusis for your assistance and 
evaluation. 

The old forms of therapy that still 
work include the use of gentian violet 
if there is a moniliasis present, arsenic, 
auto-hemotherapy, salicylic acid, tars, 
superficial x-ray therapy, calcium glu- 
conate IV, and ultra-violet irradiation 
of the affected areas. 

The new drugs that are of value in- 
clude the use of anti-histaminics by 
mouth if allergy is part of the etiology, 
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the “caine” group of ointments or in- 
jection of the area, sedation with the 
barbiturates or chloral hydrate’ and 
the surgical procedures of the proctolo- 
gist. If there is seepage about the anus, 
the kaolin-aluminum gel protects the 
tissue against the irritation of the 
enzymes present.’° 

The new drugs that are recommended 
that have questionable value include 
large doses of vitamins A™, B com- 
plex’’, testosterone, estrogens’, neostig- 
mine, aminophyllin, liver, Diothane, 
gentian violet gel'*, lactic acid cream”, 
Appliderm, Hydrallin, and Eurax’’. 

Another new drug of questionable 
value is silicone in the various bases. 
Silicone is a chemically inert material 
related to glass and quartz chemically, 
and is 200 fluid of 60,000 centistroke 
viscosity, Dow-Corning, in 30% concen- 
tration.’’ Experience shows that it is 
effective against water and alkali sub- 
stances if used before the appearance of 
the dermatitis or pruritus. When ap- 
plied to acutely inflamed skin, it aggra- 
vates the condition, for one violates one 
of the cardinal rules of dermatological 
therapy—no ointments on acutely in- 
flamed skin. It is of no value against 
oily materials, including poison ivy. 
Morris stated last December, at the 
American Academy of Dermatology an- 
nual meeting, that it is almost impossible 
to remove it from the skin. 

Hydrocortone ointment, either 1% 
or 2.5%, is today being acclaimed as 
the drug of choice and the panacea drug 
for pruritus ani et vulvae’*’® in the 
literature, circulars, and in_ lectures 
about the country. As with all new 
drugs, there is initial optimism, followed 
by marked pessimism, and then the 
drug finds its proper place in therapeu- 
tics. The first phase is still with us, but 
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I find it very disappointing in its use 
over the past year. It is an additional 
form of therapy, and after those drugs 
and procedures that have been of help 





in the past have been exhausted, | 
would then try 2.5% hydrocortone oint- 
ment, but do not expect the miraculous 
cures one hears today from all sides. 
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Pruritus Ani 


and 


Antibioties 


The appearance of pruritus ani is 
probably as old as the presence of the 
rectum in the animal body. If this is 
true, and it probably is, the formation 
of this outlet was certainly not per- 
formed in a perfect manner. All the 
openings of the human body are per- 
petually subjected to traumas, espe- 
cially those concerned with intake and 
elimination. These outlets are affected 
according to the amount of exposure, 
but the rectum and anus seem to be 
more vulnerable than the others, be- 
cause of their intrinsic function. The 
recto-anal tube is exposed to the con- 
tinuous passage of material which 
reaches the final location where matter 
is collected and often remains for an 
indefinite period of time, causing pres- 
sure, stagnation, and irritation. The 
vulnerability of the recto-anal system 
is increased by abuse resulting from 
excessive indulgence in food and fer- 
mented beverages. These historic facts, 
transmitted to us through the legends 
of ancient customs, confirm that the 
G. I. tract has been and is the most 
misused system in the human body. 
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It is interesting to note that the aver- 
age animal has a greater instinct to 
protect its alimentary tract than human 
beings. The old saying that “you can 
drive a horse to water but you cannot 
make him drink” substantiates the ani- 
mal’s ability to select the proper food. 
Despite the greater instinct of self pres- 
ervation to abstain from the ingestion 
of harmful elements, some animals are 
equally afflicted with pruritus. ani. 
Those particularly susceptible are cer- 
tain members belonging to the ape, 
canine, feline, equine, and pachyderm 
species. - 

Environmental. factors and clothes, 
contributing to the predisposition of 
pruritus ani, are revealed when review- 
ing the origin of various garments 
worn by people since the remotest times. 
In many locations of the continents it 
was noted that certain parts of the 
clothing, such as the trousers, were ad- 
justed to prevent a predisposition for 
particular ailments. Through the ages 





* Presented before the Sixth Annual Convention, 
International Academy of Proctology, April 8-11, 1954, 
Chicago, Ill. 
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such garments became the traditional 
costume of certain nationals. These 
very comfortable trousers are still in 
use in many countries. Incidentally, in 
those places pruritus ani is not a fre- 
quent syndrome. The lands in which 
such customs prevail are those where 
the Islam left its great influence through 
the ages. We can still see these fashion- 
able clothes in the Balkanic countries, 
surrounding the Mediterranean, espe- 
cially in the rural areas. Albania is one 
of the typical countries, at the entrance 
of Europe, where the Oriental customs 
are still followed. In a lesser degree 
you can see it in Yugoslavia, Serbia, 
Greece, and Bulgaria. Turkey contrib- 
uted popularize this 
fashion in the recent centuries, during 
its domination of the Near East. Long 
before the Turkish era, similar clothing 
was worn in the Middle East. 

The main garment, which contributes 
to the comfort of the perineum and anal 


immensely to 





region, and probably is responsible for 
the lesser incidence of pruritus ani, is 
the trousers. It seems that the Moham- 
medans, with their teachings and cus- 
toms, dedicated more attention to the 
way of dressing and protecting the 
perineum, genitalia, and anal region 
than the followers of other religions. 
The observance of such hygiene, by the 
Moslem world, was carried out as a 
part of their rituals. The necessity for 
their teaching may have been originally 
dictated by the polygamic custom of 
the Mohammedan faith. 

I am not very familiar with the de- 
tailed contents of the Koran, but from 
my observations of the customs and 
experience made during my frequent 
trips to the Orient, I would not be sur- 
prised that the particular attention to 
the perineum follows the dictates of 
their sacred book. 

The trousers mentioned above, used 
by a great number of Orientals and by 





Natives of Scutari. This picture shows similar trousers still used among the natives 
in Albania, which is the nearest outpost to Europe of this Oriental garment. 
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those countries who accepted this way 
of dressing, are very practical from a 
medical standpoint. The trousers are 
worn by both sexes and it is difficult 
to detect where the skirts end and the 
irousers begin. They are fashioned in 
such a way that, when the subject walks, 
air is sucked in through one of the pant 
legs. Since the waist is tightly ban- 
daged with a wide strip of long mate- 
rial, the accumulated air forms a 
balloon type prominence around the 
buttocks, perineum, and anus. As the 
ballooning continues and the pressure 
increases, escape of excessive air takes 
place through the other trouser leg. 
Such automatic ventilation forms an 
air conditioning system which _prac- 
tically lessens every kind of friction 
between the buttocks and keeps the area 
dry. 

Civilization, with its increasing mod- 
ern occupations, is certainly highly 
responsible for the progressive number 
of pruritus ani victims. The concen- 
trated and elaborated products of nu- 
trition, often deprived of natural bulk- 
forming material and vitamins, and 
enriched with various flavors, with the 
addition of synthetic materials, prob- 
ably contribute to increase the incidence 
of pruritus ani. Metabolic diseases, re- 
sulting from such unbalanced nutrition, 
also no doubt contribute to the increase 
of the anal syndrome. Sedentary occu- 
pation, which increases with the prog- 
ress of civilization, is probably an 
aggravating factor in the increasing 
number of sufferers. Indifference and 
passive attitudes of the average family 
of today to their respective faiths and 
the lack of hygiene have also probably 
contributed to the greater incidence of 
such ailment. 
mentioned 


Pruritus ani has_ been 
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through the ages as an affliction of past 
We found it in the San- 
scrit, Etruscan, and old Greek writings. 


civilizations. 


Pruritus ani, however, was first de- 
scribed by Miles in 1919 as a patho- 
in the United States. 
According to his description, such con- 


logical entity 


dition was caused by a chronic hyper- 
emia in the subepithelial capillary net, 
causing a condition which he called 
pectinosis. such 
hyperemia, in the subepithelial layer 
of the rectum, causes infiltration as the 
process progresses and a rigid tube- 
like formation of inflammatory tissue 
is formed in the lower part of the 
bowel. 


The persistence of 


The examination of a similar part of 
normal bowel does not reveal the pres- 
ence of such inflammatory elements. 
The histopathologic 
such as found 
pathology, so frequently encountered in 
pruritus ani, does not differ from any 


morphology of 


tissues, in recto-anal 


other tissue which is exposed to con- 
tinuous trauma and secondary infec- 
The pathologic changes follow 
a special topographic course. The in- 
flammatory process, 
location and the organ involved, forms 
a tube-like pattern. Such inflammatory 
reaction can easily be compared to the 
infiltration that takes place around or 
underneath a chronic ulceration in any 
part of the body. The chronicity of such 
inflammatory process, around the per- 
imeter of the lower bowel, usually re- 
sults in a rigid sclerosis, consisting of 
a fibrotic cuff surrounding the intes- 
tinal tube. The continuous 
material through such rigid tube of 
bowel, which is unable to dilate and 
adjust itself to its volume, results in 
continuous trauma. 
As_ this condition 


tions. 


because of its 


flow of 


becomes more 
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chronic and the elasticity of the bowel 
decreases, the subject becomes aware 
of his difficulties and seeks medical at- 
tention. He usually complains of rectal 
bleeding, burning, and itching, and 
realizes that defecation is more strenu- 
ous and that the stool has lost its nat- 
ural round form. Following such a 
progressive course of events, a general- 
ized cryptitis takes place with secondary 
affection of papillae, and formation of 
small abscesses and superficial fistulae 
become evident. This pathological con- 
dition results in a typical clinical pic- 
ture of rectal and anal dstress, ac- 
companied by pruritus ani. The patho- 
genic exudates, resulting from such 
condition, are highly corrosive, causing 
intensive pruritus ani. 

The great majority of patients who 
complain of intense pruritus ani are 
the victims of chronic rectal infections, 
as mentioned above. There is an in- 
credible number of people who do not 
seek medical relief because of their shy- 
ness to discuss such problems with the 
physician. Many do not call for medi- 
cal attention, believing that pruritus 
ani is an affliction which they must 
endure. 

The primary cause of pruritus ani 
in the female is not always due to 
pathology in the rectum. Frequently it 
follows infection of the vaginal tract 
and genital adnexa, as the result of 
chronic salpingitis, metritis, or vagini- 
tis. Leukorrhoeic discharge corrodes 
the vaginal outlet, perineum, and rec- 
tum. Such exudates often are the 
medium of transportation of specific 
bacteria or protozoa which affect the 
anal and rectal canal. Common affec- 
tions of the vaginal tract and adnexa 
are trichomonas, monilia, staphylo- 
coccus, streptococcus, and mixed infec- 


tions. There are cases, however, attrib- 
uted to allergy and _ environmental 
mechanical agents. Actually such cases 
are the exception. 

Innumerable theories and methods of 
treatment, often fantastic, regarding 
pruritus ani, probably exceed the num- 
ber of physicians. For practical pur- 
poses, the final result of the treatment 
is what counts and not the method used. 
For the benefit of research and scien- 
tific thinking, however, we are to fol- 
low the teachings of Virchow and the 
conception of infection. The anatomic 
circumstances, and the resulting physio- 
pathological condition, created by 
chronic pruritus ani, require adequate 
therapy. 

It is not my intention to add new 
theories nor to mention the already 
existing innumerable methods of ther- 
apy of pruritus ani. Neither is the 
purpose of this presentation to disqual- 
ify any existing treatment, but to dis- 
cuss and try to establish the etiology 
and mechanism of a pathological entity 
which is increasing with the use of 
antibiotics. The recto-anal complica- 
tions resulting from the administration 
of broad spectrum antibiotic therapy. 
seem to have increased. A typical syn- 
drome of pruritus ani, which often fol- 
lows the administration of antibiotics, 
consists of peri-anal itching, burning 
and the association of pain, diarrhea, 
and bloody defecation. Often there is 
a great discharge of mucus, accom- 
panied frequently by tenesmus. 

The pathogenesis of pruritus ani 
caused by the ingestion of antibiotics 
is not well understood. Opinions were 
expressed that oral administration of 
antibiotics depletes the intestinal flora, 
resulting in an unbalanced condition of 
bacteria and yeast products, with an 
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overwhelming reproduction of the yeast 
group. 

We often see this condition affecting 
the entire G. I. tract, including the 
upper, intermediate, and lower part of 
the digestive system. The linings access- 
ible to our direct vision, are those of 
the mouth, pharynx, esophagus, sig- 
moid, rectum, and anus. The rest of the 
G. I. tract no doubt has a similar aspect. 
Certain anemias and avitaminosis often 
present a resemblance in the linings of 
the mouth, throat, and tongue. When 
we have such condition in the oral cav- 
ity, it is diagnosed as pharyngitis, 
stomatitis, and glossitis. If the symp- 
toms of stomatitis and anal vulvar 
pruritus are due to the same cause re- 
mains to be seen. It is probable that 
the involvement of the linings of the 
entire G. I. tract is the result of an 
acute avitaminosis. The depletion of 
the intestinal flora, due to the effect of 
broad spectrum antibiotics, is probably 
one of the responsible factors in caus- 
ing the avitaminosis. 

The increase of the incidence of 
Monilia in the vaginal tract, since the 
introduction of antibiotics, is continu- 
ously reported as the result of such 
treatment. Moniliasis, as a result of 
antibiotics, and its relation to pruritus 
ani are easily understood. Acute Moni- 
liasis usually is not localized in the 
anal region alone but frequently accom- 
panies a primary vaginal invasion caus- 
ing pruritus through its 
exudates. The fact that we obtain posi- 
tive cultures of Monilia from anal 
smears does not always indicate that 
this is the main etiologic factor. The 
intestinal flora, under normal condi- 
tions, contains many yeast products 
including Monilia. 

It is 


corrosive 


most unusual to observe a 
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localized Monilia infection only in the 
anal region. We often see, however, 
the incidence of Monilia in the vaginal 
tract and the inflammatory results fol- 
lowing such infection with its deleteri- 
ous exudates. In the male, however, 
when anal Moniliasis exists, there is 
simultaneous invasion of the perineum, 
posterior surface of the scrotum, and 
ileo-crural regions. Proctologic exami- 
nations in patients with pruritus ani, 
following antibiotic treatment, reveals 
often a thickening of the peri-anal skin 
and multiple superficial fissures origi- 
nating from the center of the anus and 
radiating in both directions, towards 
the rectum and anal skin. Often the 
internal fissures surpass the pectinate 
line. To visualize the length of the fis- 
sures in the rectal ampula, the use of a 
regular proctoscope accomplishes the 
purpose. Further proctoscopic examina- 
tions reveal that there are small ulcera- 
tions in the rectum and lower sigmoid, 
and often the presence of superficial 
abscesses running through the rectal 
and anal mucosa are found. When pru- 
ritus ani is intense, it usually indicates 
that the condition is chronic. Under 
such circumstances it is usually found 
that there is a deep seated mid-line 
fissure, which is often undermined and 
accompanied by a sentinel pile. The 
incidence of pruritus ani is more fre- 
quent among males, despite the suscep- 
tibility of women to vaginal Monilia. 

The amount of antibiotics used does 
not seem to influence the severity of 
symptoms nor is there a noticeable dif- 
ference if aureomycin, terramycin, or 
chloromycetin is administered. The 
greater number of cases of pruritus ani 
following treatment by aureomycin may 
he the result of the greater popularity 
of this oldest antibiotic, which is more 
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frequently used. The average physician, 
once acquainted with an antibiotic, 
hesitates to change to newer products. 
I believe that this opinion is equally 
shared by other physicians. My experi- 
ence with terramycin, used in the res- 
piratory and biliary tract infections, is 
that it is beneficial for the above in- 
fections but, at the same time, causes 
recto-vaginal symptoms similar to the 
other antibiotics. There is, however, a 
group of patients who do not have rec- 
tal symptoms following treatment with 
antibiotics. Those who already had 
some rectal pathology, previous to the 
administration of antibiotics, have the 
most complications. In cases where 
rectal pathology was completely ex- 
cluded beforehand, the ano-rectal syn- 
drome, _ resulting antibiotics, 
cleared up promptly by discontinuing 
ihe drug. 

According to Bodkin and Ferguson, 
pruritus ani and its complications origi- 
nate mostly in the rectum. Their theory 
is based upon the fact that the anus and 
rectum become pruritic from excessive 
irritative leakage from that area. This 
discharge, according to these authors, 
is able to precipitate proteins. The 
leaking products seem to be related to 
Their 
treatment consists of applying a sub- 
stance to neutralize the proteolytic leak- 
ing discharge. 

Similar experience is obtained from 
studies made by Underwood in idio- 
pathic pruritus ani, and the author 
recommends suppositories which are 
supposed to neutralize such tryptic en- 
zymes. He claims that such therapy 
has obtained beneficial effects. The 
previous theories were mentioned be- 
cause there is a great possibility that 
such leakage is enhanced through the 


from 


ammonia and its compounds. 





anal canal and may be relieved by the 
anti-proteolytic substances. 

Local causes, which may enhance 
pruritus ani, during and following the 
administration of antibiotics, is the lack 
of hygiene, vaginal discharge, parasite 
infestation, and existing fungus infec- 
tions in other parts of the body. Allergy 
is not completely excluded in some in- 
dividuals. Contributing factors 
addiction to narcotics, bacterial infec- 


are 


tions, blood dyscrasias, eczemas, endo- 
crine deficiencies, obesity, and excessive 
indulgence in tobacco and alcohol. 

If one of these predisposing factors 
is present, antibiotics shall be admin- 
istered under strict supervision. We 
shall continuously keep in mind the 
possibility of afflicting the patient with 
a new viscious ailment. While admin- 
istering antibiotics proper instruction 
shall be given to the patient to prevent 
local trauma of the anus, and not to 
use injurious material for cleaning pur- 
poses. Material often used consists of 
printed paper or rough cloth which 
injures the anal outlet. Patients should 
be questioned regarding such _ habits 
before administering antibiotics, if we 
do not wish to see the patient back 
after some time, relieved of the original 
ailment and afflicted with pruritus ani. 
The average person will realize or be 
informed by physician 
about the origin of his pruritus ani. 


some other 


A good custom which has existed 
since ancient times in the Oriental and 
Balkan countries, is the use of water to 
clean the anal region instead of abra- 
sive materials. I was amused to see, 
when I recently visited the Middle East 
and Balkanic countries, that this custom 
is still observed. In certain parts of the 
Arab lands, where the natives still eat 
with their fingers, use is made only of 


62 THE AMERICAN JOURNAL OF PROCTOLOGY 














the left hand because the right one is 
used for the purpose of cleaning, and 
they feel it is not proper to use the same 
hand for both purposes. 

Chronic cystoceles, constipation, di- 
arrhea, hypochlorhydria, diabetes, jaun- 
dice, uremia, acidosis, prostatitis, and 
prolapsed ani should be a warning of 
possible complications from antibiotic 
therapy. 
have a prepared questionnaire, with all 
the above mentioned afflictions, filled 
in before antibiotic treatment is started. 
Such program may reduce the incidence 
of pruritus ani caused by such drugs. 

With the increasing use of oral anti- 
biotics, resistant fungi such as Candida 
albicans, called also Oidium albicans, 
Saccharomyces 
albicans, Monilia psilosis, and Myco- 
torula albicans, have attained new 
prominence in the alarming increase of 
Moniliasis and pruritus ani (Beck & 
Lacy). A complication of pruritus ani 
is the presence of Monilia Candida al- 
bicans which is a fungus and is capable 
of infecting the human body. Monilia 
Candida localizes easily in the linings 
of the mouth, skin, 
bronchi, or lungs, and it causes often 


Recommendation is made to 


albicans, Endomyces 


vagina, nails, 
acute and subacute conditions accord- 
ing to the ailment and the resistance of 
the host. The average person is a car- 
rier of Monilia Candida in insignificant 
numbers; however, they are great po- 
tential dangers when these patients are 
treated with broad spectrum antibiotics. 
According to Zimmerman, other fungi 
such as the Aspergillos group includes 
several of the common molds, some of 
which are pathogenic. This fungus 
often is present in the body as a sapro- 
phyte, and may gain a similar biologic- 
al advantage as the result of antibiotics. 
Studies made by Campbell et al re- 
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vealed that the various antibiotics in 
common use have a stimulatory effect 
on some of the pathogenic fungi. 

Beck & Lacy, in extensive research 
work, found that Vioform was the most 
promising drug to be effective in vivo 
against cases of pruritus ani and severe 
proctitis caused by Monilia, as a result 
of antibiotics. Vioform, however, was 
ineffective against blood stream infec- 
tions of Monilia in rabbits. Benham, 
Hopkins, and Schnoor, who isolated 
Candida albicans from normal stools, 
did not find any clinical manifestations 
in 36% of those examined; however, a 
definite pathogenicity appears some- 
times when the biologic balance is lost 
between the Monilia and other members 
of the intestinal flora. 

There is definite clinical and labora- 
tory evidence that Moniliasis, as a cause 
of pruritus ani, proctitis, and vaginitis 
have resulted from aureomycin, chloro- 
mycetin, terramycin and all the other 
antibiotics. The Council on Pharmacy 
and Chemistry of the A.M.A. requires 
that all the antibiotics, which are used 
orally, bear a label of warning to the 
user that prolonged administration may 
lead to Moniliasis. The increase of large 
numbers of cases of Monilia in the ex- 
ternal outlets of the human body, in pa- 
tients treated with antibiotics, may be 
explained with the following de- 
scribed mechanism. After administra- 
tion of antibiotics there is a sudden 
suppression of all organisms susceptible 
to these drugs. There then is an immedi- 
ate regrowth of the remaining antibiotic- 
resistant organisms. The new popula- 
tion of bacteria, resistant to antibiotics, 
are usually gram negative and they take 
the place of a predominately gram 
positive population, which existed be- 
fore the treatment (Kligman). 
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There is no evidence that antibiotics 
are directly responsible in stimulating 
the growth of fungi and, therefore, the 
diagnosis of rectal or anal Moniliasis 
is not justified simply on the basis of 
the isolation of Candida albicans in a 
patient afflicted with the symptoms of 
diarrhea and pruritus ani, following 
administration of antibiotics. Accord- 
ing to the same author, general Monili- 
asis requires serious analysis and more 
clinical data than is available to date. 
It is believed, however, that in certain 
debilitated conditions of the patient, 
and especially in those of advanced age 
and poor hygienc condition, Moniliasis 
may become a complication causing 
severe pruritus ani. 

In the pre-antibiotic era, it was fre- 
quently observed in certain parts of 
debilitated patients, such as the oral 
cavity, rectum, vagina, G. I. system, 
and respiratory tract, that they were 
the sites of fungus infection. The ap- 
pearance of thrush-like 
sion of the mentioned areas was con- 
sidered as pathognomonic. Onz of the 
complications of such 
generalized itching, pruritus ani, and 
diarrhea. The presence of thrush in the 
oral cavity of newborns, on the con- 
trary, was considered insignificant. The 
difference between the aged and new- 
born cases, affected by Monilia, is that 
the old age group’s resistance to fight 
such mold is reduced to a 
If antibiotics contribute to 
encourage such growth is still question- 
able; however, the deleterious effects 
that antibiotics exert are diarrhea and 
aggravation of a pre-existant dormant 
rectal infection. The adult and old age 
group of patients rarely are found not 
to be afflicted with some kind of rectal 
pathology. During such rectal exacer- 


such inva- 


invasion was 


invasion 
minimum. 


bations, the most disturbing factor is 
pruritus ani. 

Antibiotic therapy is widely used 
today in preventing many terminal in- 
fections, and there is no question that 
such medication does prolong life. In 
the majority of those surviving an in- 
fection which formerly was terminal, it 
is often found that similar subjects no 
longer succumb to the effects of bacteria 
as in the past but to Moniliasis. The 
increased death rate caused by fungi 
takes over the role formerly played by 
bacteria. Despite this final outcome, 
the antibiotics, if used judiciously and 
under strict medical supervision, may 
overcome terminal infections and pro- 
long life. In administering such drugs, 
we are to be aware of the great com- 
petition existing between bacteria and 
fungi and its eventual final outcome. 

The combination of antibiotics with 
antifungous agents may be the future 
solution to prevent terminal mycosis. 
The appearance of pruritus ani in pa- 
tients treated by antibiotics for other 
ailments, is the warning signal that the 
bacterial flora is overwhelmed by a 
condition created through such treat- 
ment and finds itself in a stage suscep- 
tible to Monilia. Ignoring such con- 
dition and exposing the subject to 
further treatment means often, particu- 
larly in debilitated cases, that they may 
succumb to the terminal effects of fungi. 
The future generation will probably be 
afflicted with new pathologic problems 
created by the antibiotic era. 

Sensitivity to various antibiotics is 
discussed by Reiches and other authors, 
and there is definite evidence that sen- 
sitization to such drugs is responsible 
for many cases of pruritus ani. Ribo- 
flavin and vitamin B complex seem to 
be deficient when the clinical picture of 
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pruritus ani is present, caused by anti- 
biotic treatment. 

Pruritus ani is an old affliction and 
it would be unfair to attribute such 
alarming increase solely to the use of 
antibiotics. This syndrome _ existed 
long before the era of antibiotics, and 
will probably continue to thrive inde- 
pendently from the administration of 
such medication. The constitutional 
make-up of a person is not entirely 
responsible for the cause of pruritus 
ani. I am rather of the opinion that 
severe pruritus ani, whatever its etiol- 
ogy is, makes the subject very nervous. 
The patient seeks relief for a disturb- 
ance which is centripetal in. origin and 
not vice versa; therefore, it is logical, 
when the sufferer requests help, that he 
is already in a state of complete exhaus- 
tion and highly nervous. Treatment for 
such condition, of course, shall include 
autonomic and central nervous system. 

Recently it has been proven that the 
syndrome of pruritus ani following anti- 
biotics is often preceded by the symp- 
toms of nausea, frequent 
stools, and diarrhea. Dehydration and 
shock, resulting from such conditions, 
are often the contributing factors, if 
not actually the cause, of some deaths. 

In forty autopsied cases of acute 
ulcerative or diphtheric colitis reported 
by Pener & Bernheim, the cause of 
death was shock and dehydration. The 
same lesions were reproduced in ani- 
mals, and death followed acute dehydra- 
tion and shock. Reiner, Schlesinger, 
and Miller, describing cases of pseudo- 
membraneous _entero-colitis, 
antibiotic treatment, found that aureo- 
mycin and chloramphenicol were the 
drugs responsible for the lesions. In 
France, Janbon and his associates ob- 
served nine patients with a cholera-like 


vomiting, 


following 
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reaction, during terramycin treatment 
used for various infections. These pa- 
recovered promptly 
following discontinuance of the drug. 
Similar cases were reported by various 
observers, with the same fatal result. 

Recently the Mayo Clinic described 
a syndrome of severe diarrhea denomi- 
nated “enterotoxemia,” which followed 
potent antibiotic treatment. Post-mor- 
tems in five out of six cases of fatal 
pseudo-membraneous 


tients, however, 


colitis, proved 
that this condition followed treatment 
by terramycin and aureomycin. A sev- 
enth patient who had received terra- 
mycin intravenously 
developed _ peritonitis. 


preoperatively 


Therapy of such alarming conditions 
includes prompt discontinuance of the 
offending antibiotic, soon as it is rec- 
ognized, and institution of intensive 
symptomatic support. Further studies 
made of the above mentioned fatal 
cases revealed that an antibiotic-resist- 
ant staphylococcus, following such treat- 
ment, was responsible. Erythromycin, 
one of the newer antibiotics, however. 
seems to take care of the new resistant 
antibiotic population created during 
and following the administration of the 
broad spectrum antibiotics. Early rec- 
ognition of such pathologic entity 
seems to be sometimes helpful if prompt 
action, consisting of use of Erythro- 
mycin and hydration, is instituted. 

Brown et al report three fatal cases, 
caused by Moniliasis, associated with 
antibiotic therapy. Studies made at the 
Albany Medical College on fatal cases 
following antibiotics, revealed multiple 
abscesses, caused by Monilia in many 
organs of the body. Twenty-five cases 
of clinical Moniliasis, following use of 
antibiotics, reported by 
Woods et al. The opinion of the authors 


were also 
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was that suppression of the bacterial 
flora co-existing with yeast products 
was the main cause of Moniliasis. Soon 
as the bacterial flora is suppressed or 
brought to a stand-still of reproduction, 
caused by the broad spectrum anti- 
biotics, the surviving yeast products 
seem to be able to compete in the same 
nutritional medium causing Monilial 
overgrowth and host invasion. 

Reiner et al, reporting pseudo-mem- 
braneous colitis, recommends that all 
those who are getting broad spectrum 
antibiotics shall be closely observed 
and informed, if there is an onset of 
diarrhea accompanied by pruritus ani, 
to report immediately. as such 
syndrome is established, he recommends 
immediate discontinuance of the offend- 
ing medication. There is no way, ac- 
cording to the author, of establishing 


Soon 


when such condition can degenerate 
colitis. 
How such complications result is not 
quite understood. Progressive sigmoid- 
oscopic examinations in those treated 
by antibiotics show peculiar streaks of 
reddened mucosa. 


into a  pseudo-membraneous 


We are often blamed by outraged 
patients, experiencing severe pruritus 
ani following antibiotics, for having 
caused them more discomfort than the 
original ailment. A patient, afflicted 
with such complication following anti- 
biotics, usually says “If only the doctor 
had warned me that this could have 
happened, I would never have touched 
such medicine. I would rather have 
put up with my cold as I have done one 
hundred times before.” Patients are 
especially resentful when this recto-anal 
disturbance is accompanied by $1,000 
worth of hospital, doctor, and labora- 
tory bills. Recommendations are made 
to avoid such unpleasant situation by 


prescribing the smallest amount of 
antibiotics possible at a time, with a 
notification that the drug is not to be 
repeated without permission of the 
physician. Liver extracts, a low fat 
diet, codeine, and papaverine medica- 
tion, according to Merliss & Hoffman, 
seem to reduce diarrhea following anti- 
biotics. 

In a study of seventy-four patients, 
by Wilcox, it was noted that the ano- 
rectal syndrome was present after terra- 
mycin was administered. Diarrhea 
preceded such syndrome. 
mends that any patient who presents 
rectal soreness and pruritus ani shall 
be questioned if antibiotic treatment 
was previously administered. Experi- 
ments on animals reveal that aureo- 
mycin injected with Monilia intraperi- 


toneally caused fatal results; however, 


He recom- 


aureomycin, when injected alone, did 
not show any toxic effect. Aureomycin 
solution, exposed for a long time to 
room temperature, when injected to- 
gether with Monilia, did not seem to 
cause any symptoms. 

Many authors call attention to the 
potential dangers of future antibiotic 
treatment and the great dangers in- 
volved. Increase of new antibiotics and 
reduction of cost, due to mass produc- 
tion, may increase such hazards. It is 
recommended that pathologists familiar- 
ize themselves with the new _physio- 
pathology resulting from antibiotic 
treatment. 

Comments were made that we physi- 
cians are reluctant to report unfavor- 
able results of some popular form of 
treatment in order not to expose our- 


selves to criticism. As a result, in- 


formation has to spread slowly by 


word of mouth to other practitioners. 


Discussion of such problems at regular 
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medical staff meeting could benefit the 


vent subjecting others to such com- 


less experienced practitioner and pre- _ plications. 
Conclusions 
]. Historic data of the appear- 6. Broad spectrum antibiotics 


ance of pruritus ani are mentioned. 

2. Studies made describe that 
the incidence of pruritus ani is 
common also among certain species 
of animals. 

3. Description is made of the 
existence of an air conditioning 
system applied by the Orientals in 
their clothes to prevent predisposi- 
tion to pruritus ani since ancient 
times. 

4. The presence of a pre-existing 
ano-rectal pathological condition 
plays a significant role in the in- 
cidence of pruritus ani caused by 
antibiotics. 

d. There is definite evidence that 
oral and parenteral antibiotics are 
responsible for the incidence of the 
increased number of sufferers from 
pruritus ani. 


often are responsible in causing 
ulcerative membranous colitis with 
fatal rcsults. 


7. Presence of rectal pathology 
is a contraindication for administra- 
tion of antibiotics. 

8. Strict medical supervision is 
recommended, during administra- 
tion of antibiotics. 


9. Opinien is expressed that the 
existing treatments for pruritus ani 
are still valid so long as they are 
beneficial. 


10. Recommendations are made to 
discuss regularly unfavorable re- 
sults of antibiotics at regular 
medical staff meetings. 


11. Warning is made to prevent 
terminal invasion by Monilia, 
caused by antibiotics. 
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of General Practice 
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of General Practice attending the 
Teaching Sessions of the International 
Academy of Proctology, March 23-26, 
1955, The Plaza Hotel, New York City, 
will receive credit in accordance with 
the Academy’s policy on such pro- 
grams. All members of The American 
Academy of General Practice are cor- 
dially invited to attend the Teaching 
Seminars of the Academy, without 
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Indeed, there is no registration fee 
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for any interested physician, whether 
or not affiliated with The American 
Academy of General Practice or the 
International Academy of Proctology. 

The major function of the Interna- 
tional Academy of Proctology is educa- 
tional. The Seventh Annual Convention 
of the International Academy of Proc- 
tology will present an unusual teaching 
program, and an instructive visual edu- 
cation seminar. There will be a day of 
wet clinics and lectures at the Jersey 
City Medical Center as well. The full 
program will be found elsewhere in this 
issue. 
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Beautiful Door Prizes 
for those who attend the Seventh Annual Convention of the 


INTERNATIONAL ACADEMY OF PROCTOLOGY 
Plaza Hotel, New York City, March 23-26, 1955 


Each physician’s registration card will be numbered. Drawings* will be held the 
night of the Banquet. It is not necessary to attend the banquet to win any one of the 
following prizes: 


SPEIDEL WATCH BANDS 


Six of these have been donated by Desitin Chemical Co., manufacturers of Desitin 
Hemorrhoidal Suppositories with Cod Liver Oil. These suppositories are presented by 
the manufacturers as a safe, conservative therapy in hemorrhoids. 


CAPEHART TABLE RADIO 


Beautiful white “Highlander” styling. This has been contributed by the Fuller 
Pharmaceutical Co., manufacturers of Tucks. Tucks are pure soft outing-flannel pads 
moistened and mildly medicated with a special solution containing witch hazel and 
glycerin. These soothing ready-to-use pads replace harsh toilet tissue and are especially 
useful in the treatment of anal pruritus. 


DESK SET. 


Consisting of letter opener and scissors in a pigskin leather case. Both the scissors 
and letter opener are made of Spanish Toledo steel. The eyes and shank of the 
scissors and handle of the opener are nicely engraved in vari-colored Gothic designs. 
The shank. eyes and handle are pure gold-plated. This set has been donated by 
Arlington-Funk Laboratories, a division of U. S. Vitamin Corporation, manufacturers 
of Panthodern Cream. 


WATER-BUFFALO HIDE SPECIALIST'S BAG 


The bag is full-size, 16 inches long, and the leather is said to outlast any other 
type. This is the donation of the Max Wocher & Son Company, specialists in proctologic 
instruments. Among their full line of instruments are the Barr-Shuford Speculum. 
Pratt’s Improved Speculum, Barr’s Cautery Clamp, Ludwig’s Crypt Hook and Furry’s 
Cryptotome. 


*Officers of the Academy are not eligible to win any of the above prizes. 


Presence at the Banquet is necessary in order to win any of the following: 


BEAUTIFUL IMPORTED GERMAN APOTHECARY JARS 


The perfect ethical office decoration (if your wife doesn’t see it first!). THE 
AMERICAN JOURNAL OF PROCTOLOGY, official publication of The International 
Academy of.Proctology, is donating four apothecary jars as individual door prizes. 
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PROCTOLOGIC SURGERY 





Minimal Dosage Technic 

Caudal analgesia provides excellent 
sphincter relaxation, localization of the 
analgesia to the region of surgery, and 
relative freedom from post operative 
complications. The technique of single 
puncture caudal analgesia is simple, 
and this form of analgesia may be used 
easily either in the office or the hospital. 

Caudal analgesia requires only a 
spinal needle, a 20 cc. syringe, and 
1.5% Metycaine solution. It is the 
preferred anesthesia for patients with 
anorectal abscesses—and, indeed, for 
most anorectal surgery. 

The landmarks employed are the two 
sacral cornua and the tip of the coccyx. 
The operator can readily palpate the 
two sacral cornua as blunt projections 
on either side of the inferior aperture 
of the sacral canal. A depression is 
usually readily palpated between the 
sacral cornua. This depression is 
bounded laterally by the cornua and 
superiorly by the posterior spinous 
process of the fourth sacral vertebra. 
A needle is inserted through this de- 
pression in the mid-line and advanced 
forward. The needle enters the sacral 
hiatus and passes into the sacral canal. 

When the needle is in position, cen- 
tered within the sacral canal, withdraw 
the plunger to test for blood or spinal 


Caudal 


Analgesia 


—1954 


fluid before starting the injection. If 
either is seen, the needle is withdrawn 
slightly and tested again. Inject the 
anesthetic solution gently when all is 
clear. 

The exact technique is as follows: 

1. Infiltrate the skin overlying the 
sacral hiatus with one or two cc. of 1.5 
percent Metycaine, using a 2 cc. syr- 
inge and hypodermic needle. 

2. A two inch needle may then be 
passed through the procaine wheal to 
carry the infiltration more deeply to the 
sacrococcygeal membrane. 

3. A three inch needle or a spinal 
needle is then introduced through the 
skin in the mid-line space between the 
sacral cornua, into the hiatus. The re- 
sistance to the sacrococcygeal mem- 
brane will be obvious. 

4. The needle point soon contacts 
bone after piercing the membrane. 
Lower the hilt of the needle so the 
needle point can be advanced into the 
sacral canal. Do not advance further 
than the level of the second sacral ver- 
tebra to avoid piercing the dura mater. 

5. Remove the stylet and look for 
blood or spinal fluid. Attach a syringe 
and withdraw the plunger, looking 
again for blood or spinal fluid. 

6. If all is clear, inject 10 cc. of 1.5 
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per cent Metycaine. 

7. Wait ten minutes. Ask the patient 
to “wiggle his toes” or “raise his legs.” 
If the needle has punctured the dura 
mater, and low spinal analgesia has 
been produced, he will be unable to 
perform these simple actions. If the 
needle is properly placed, there is no 
interference with motor function in the 
lower extremities. 

&. Test for skin analgesia with a 
hypodermic needle in the perianal area, 
comparing left and right quadrants. 

9. Usually an additional quantity of 
Metycaine will be required. Inject 2 cc. 


Fig. 1. Arrow indicates path of needle 


illustrating puncture point of sacro- 
coccygeal membrane in candal anal- 
gesia. 
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10. Wait three minutes and test 
again. The sphincter muscles relax, the 
anus becomes patulous and everted, and 
lastly the skin becomes anesthetic. 

Usually, however, an additional 4 cc. 
will be required, making a total dosage 
of 16 ce. 

This report 
caudal analgesia 
effort to determine the minimal dosage 
required for such analgesia. It has been 
observed that the previously recom- 
mended 35 to 53 cc. of solution is far 
in excess of the usual requirement. In- 
deed, some authors have advised as 
much as 150 cc. of anesthetic solution 
to produce caudal analgesia. 

A careful study by fractionated dos- 
age, performed as above described, in- 
dicates that the average dosage required 
is rarely more than 16 cc. This will 
produce adequate relaxation of the 
sphincter, and excellent perianal anal- 
gesia. Indeed, pilonidal cyst surgery, 
extensive fistulectomies, and all other 
anal-rectal surgery may be performed 
with this minimal dosage caudal anal- 


covers 500 cases of 
performed in an 


gesia. 

There is obviously much less danger 
of massive subarachnoid injection with 
respiratory and circulatory paralysis if 
the dosage is minimal. 


Conclusions 

Minimal dosage caudal analgesia 
(Cantor), has proven to be entirely 
satisfactory for anal-rectal surgery 
performed on ambulatory or hos- 
pital patients. The average dosage 
requirement is rarely more than 
16 ce. of 1.5 percent Metycaine 
solution. 
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Part 2—Continued 


These illustrations on congenital anomalies are being presented in response to 
readers’ demand for further explanation of the material in Part II of Pediatric 
Proctology, Volume 5, No. 4, December, 1954, Pages 333-334. Kindly refer to 
that Section for the text material. 





Fig. 1. Embryology of the hindgut. Fig. 2. Further development of the hindgut. 
(After Arey, Prentis, Mall) (After Arey, Prentis, Mall) 
A. Hypophysis K. Peritoneal A. Brain L. Colon 
(post-lobe) cavity B. Hypophysis M. Rectum 
B. Thyroid L. Rectum C. Foramen caecum N. Anal membrane 
C. Notochord M. Tail gut D. Root of tongue O. Urogenital sinus 
D. Trachea N. Urogenital sinus E. Esophagus P. Allantois 
E. Esophagus O. Cloacal F. Trachea Q. Caecum 
F. Stomach membrane G. Notochord R. Small intestine 
S..diaver P. Allantois H. Spinal cord S. Gallbladder 
H. Dorsal pancreas . Gallbladder I. Liver T. Pericardium 
. P R. Hepatic duct J. Stomach Hi Py 
I. Ventral pancreas S. Pericardium K. Dorsal and U. Thyroid gland 
J. Caecum T. Rathke's pouch ventral pancreas V. Tip of tongue 
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Fig. 3. Imperforate anus; rectal lumen has not Fig. 4. A congenital transverse band. 
developed and rectum is represented by a 
fibrous cord. The depression of a proctodeum 

is seen. 





Fig. 5. Types of undeveloped rectum. 


a. Imperforate anus, the rec- b. Membranous partition be-  c. Imperforate anus, the rec- 
tum ending in a blind pouch. tween imperforate rectum and tum ending in a blind pouch 
incompletely developed anal above the level of peritoneal 

canal. reflection. 


Fig. 6 (left). Imperforate anus. The pit of a 
proctodeum is evident. 








Fig. 7. Incision for correction of imperforate Fig. 8. Lines of incision for excision of con- 
anus. genital band. 
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Chronic Ulcerative Colitis: 
Early and Late Experiences 
of 124 Patients With 

lleac Stomas 


ROGERS, A. G., BARGEN, J. A., and 
BLACK, B. M.: 
Gastroenterology, 27:383-398 (Oct.) 1954. 

Of those patients treated for chronic 
ulcerative colitis between 1940 and 
1949 by ileostomy alone, the hospital 
mortality was 23%, only 14% experi- 
encing no serious complications after a 
year. Stricture, fistula, and prolapse 
were the most common stoma complica- 
tions, 43% requiring revision of the 
stoma. The context of the paper be- 
comes somewhat confusing as one 
learns that 90% of the patients had 
subsequent abdominoperineal resections 
or subtotal colectomy, the confusion 
being compounded by the nebulous in- 
dications for ileostomy alone. 


Explosions During Lower Bowel 
Electrosurgery 


VY, ©. 1: 
Amer. J. Surg., 88:754-758 (Nov.) 1954. 
Since hydrogen and methane may be 
present in concentrations sufficiently 
high to explode on ignition, continual 
insufflation of two liters of COs per 


minute into a smoke-aspirating sig- 
moidoscope through a rubber tube five 
to eight feet long (a shorter tube may 
admit gas too cold to be effective) is 
recommended for certain prevention. 


The Modern Management 
of Colostomy 


MARINO, A. W. M., CALIENDO, A. J., and 
MARINO, M.: 
South. Med. J., 47:1173-1180 (Dec.) 1954. 


Recognizing the emotional impact 
which a colostomy may precipitate, 
each patient for whom such a stoma 
may be necessary is prepared for it by 
kindly, but scientific, explanation. That 
a colostomy will not interfere with 
work, sexual attraction (provided that 
it is the husband who has the opera- 
tion), or social activity must be noted, 
and after surgery, the care of the colos- 
tomy (foods, irrigations, dressings) is 
integrated with the closest rapport be- 


* tween the surgeon and his patient. That 


instrument of the devil, the colostomy 
bag, is not used; instead, small gauze 
dressings are the only covering devices 
necessary. This excellent paper well 
could be studied in detail by surgeons 
who must construct colostomies. 
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ACM . «+ Mark of Quality in 
INSTRUMENTS for the PROCTOLOGIST 


American Cystoscope Makers, Inc. are 
pioneers in the development of instru- 
ments of outstanding design that provide 
illuminated telescopic vision for procto- 
logic examination and surgery. The 
A.C.M.I. mark on these instruments and 
accessories is the physician’s assurance 
of expert professional design, highest 
quality materials, and skilled workman- 
ship of the most meticulous precision. 
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See these outstanding instruments at your dealers 
or write for information. 


FREDERICK J. WALLACE, President 
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BOOK 


REVIEWS 


FOR PROCTOLOGISTS 


INDEX OF DIFFERENTIAL DIAGNOSIS edited 
by Arthur H. Douthwaite, M.D., F.R.C.P., 
Senior Physician, Guy's Hospital; Honorary 
Physician, All Saints' Hospital for Genito- 
urinary Diseases. Seventh Edition. 731  illus- 
trations. The Williams & Wilkins Co., 1954. 


This reviewer first became acquainted with 
French’s Index of Differential Diagnosis at the 
time of the third edition. The seventh edition 
continues to be an improvement over all pre- 
vious editions, despite the fact that it is dif- 
ficult to improve upon apparent perfection. 

The present edition has been made more 
compact by some simplification and by avoid- 
ance of repetition. However, the-text continues 
to be a very complete index of differential 
diagnosis. 

The essential principle of the text is based 
upon a careful analysis of symptoms and signs, 
all arranged in alphabetical order from “ac- 
coucheur’s hand” to “wheals”, running the 
gamut of all pathology in between. 

The gastroenterologist and proctologist will 
find full consideration of symptoms and signs 
referable to their specialties. Indeed, the same 
may be said for all other specialties. 

Each section is very well written, well illus- 
trated, produced by an authoritative author, 
and all material is carefully integrated by the 
editor. 

This text should be invaluable to the gen- 
eral practitioner, the internist and the spe- 
cialist. 


ANNUAL REVIEW OF MEDICINE Volume 4. 
Windsor C. Cutting, Editor, Stanford Uni- 
versity School of Medicine and Henry W. 
Newman, Associate Editor, Stanford Univer- 


sity School of Medicine. 452 pages. 1953. 
Stanford, California, Annual Reviews, Inc. 


The Annual Reviews are always highly 
authoritative and volume 4 of the Annual Re- 
view of Medicine is no exception. It covers a 
wide range of subjects including an excellent 
section on Diseases of the Gastrointestinal 
Tract, and another on Nutrition and Nutri- 
tional Diseases. Neoplastic Diseases is well re- 
viewed. 

The newer material on Radioactivity, newer 
developments in Immunicology and Allergy. 
and a very good consideration of Anesthesia 
will be found in this useful text. 

The surgeon will find a well developed sec- 
tion on Plastic Surgery including wound 
care and skin grafting. This particular volume 
is therefore of interest to the surgeon as well 
as the internist. 

If I were to take any exception to the text, 
it would be to the small type, which makes for 
difficulty in reading. However, it does reduce 
the size of the volume, and therefore probably 
the cost. 


PEDIATRICS IN GENERAL PRACTICE by 
James G. Hughes, B.A., M.D., Professor of 
Pediatrics University of Tennessee, College 
of Medicine, Memphis Staff Member of the 
John Gaston Children's Hospital and the 
LeBonheur Children's Hospital. 735 pages. 
Price $14.00. First Edition, McGraw-Hill Book 
Company, 1952. 


This is an unusually fine volume, well pre- 
sented for the general practitioner. The easy 
style of writing makes for easy reading. The 
generous use of illustrations makes for good 
teaching. 
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Absorbent starch granules, evenly dispersed in tale, 
give a soothing covering to irritated skin. Protection of 
macerated crevices against bacterial invasion is aided 
by zinc oxide and oxyquinolin blended in the powder. 

To soothe skin irritated by trauma or chafing, or 
excoriated by moisture, recommend AMMENS to pro- 
mote healing. Its faintly medicinal odor makes it espe- 
cially suitable for your professional recommendation. 


AMME NS medicated POWDER 


BRISTOL-MYERS COMPANY, 19 WEST 50 STREET, NEW YORK 20, NEW YORK 


Distributor for Charles Ammen Co., Alexandria, Louisiana. 
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The author places particular emphasis on 
the more common pediatric conditions seen in 
general practice. The stress on pathologic 
physiology leads to a better understarding of 
both diagnosis and therapy. 

As a condensed (yet adequate) reference 
work for the general practitioner, Pediatrics 
in General Practice will be most useful. The 
specific approach to therapy is particularly 
valuable. 

The book is written by an authority, yet 
with the general practitioner in mind at all 
times. The Proctologist and Gastroenterologist 
will find excellent sections on the gastro- 
intestinal tract, on nutritional disturbances, 
and on the problems of fluid and electrolyte 
balance. 


EXPERIMENTAL HYPNOSIS edited by Leslie 
M. LeCron. 483 pages. Price $6.00. New 
York, 1952. The MacMillan Company. 


Interest in hypnosis is increasing in all 
branches of medicine. Of course, the major 
use to this point is in phychiatry. Hypnon- 
analysis is a respected form of psychiatric 
study. 

The present volume contains material of 
general interest to all who wish to know about 
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the application of hypnosis in various fields of 
medicine. There is an excellent section for 
the Obstetrician and sections for the dentist. 

Those who wish to learn techniques of 
hypnosis will be interested in the material of- 
fering a rapid method for induction for 
hypnosis. 

The contributions represent the opinions of 
the respective authors, and it may be recog- 
nized that much of hypnosis literature is 
highly controversial. 


SURGERY OF PANCREATIC NEOPLASMS by 
Rodney Smith, M.S., F.R.C.S., Surgeon, St. 
George's Hospital, London; Examiner in 
Surgery, University of London; Hunterian 
Professor, Royal College of Surgeons. 157 
Pages. 111 Figures. E & S Livingstone Ltd., 
Edinburgh & London. 1953. Price $7.00. 


This monograph was awarded the Jack- 
sonian Prize for 1951, by the Council of the 
Royal College of Surgeons. It is indeed very 
well illustrated, very well written, and worthy 
of careful reading by every surgeon. 

Since the publications of Whipple & Brun- 
schwig on Pancreatic Tumors, there have been 
many developmenis in surgery to increase the 
safety and scope of the operative approach. 
The surgery of pancreatic neoplasms is no 
longer experimental. 

This excellent little volume covers most 
phases of pancreatic anatomy and physiology, 
as well as the clinical aspects of diagnosis and 
surgery of pancreatic neoplasms. 

The gastroenterologist will be interested in 
the medical phase, while the surgeon will find 
extensive consideration of operative  ap- 
proaches. 


BACTERIAL GENETICS by Wemer Braun, Ph.D. 
238 Pages, 67 Figures. W. B. Saunders Com- 
pany, Philadelphia, London, 1953. 


There is no doubt in the mind of this re- 
viewer that Bacterial Genetics must be studied 
for a proper appreciation of clinical medicine. 
The information in this field is of value to the 
geneticist, the bacteriologist, the student of 
public health, and the clinician. 

The present text will be especially signifi- 
cant. of course, to the bacteriologist. It re- 
views general principles of genetics, and will 
therefore be of value to students in the general 
field of genetics. 

The development of mutants, and the re- 
sistance of mutants to inhibitory agents such 
as streptomycin and penicillin, is becoming of 
increasing importance of the practicing physi- 
cian. There is an excellent discussion in the 
text on antibiotic resistance in relation to 
therapy. 

The text is an excellent organization of the 
new material in the field developed during the 
past ten years, and may be recommended to 
the bacteriologist without reservation. 
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WHAT TOPICAL ANESTHETIC 
_ HAS BEEN SHOWN 10 BE 
MOST EFFECTIVE? '° 













HAS BEEN SHOWN 10 BE 
LEAST TOXIC—LEAST 






Benzocaine is 
thetic." 
Benzocaine is the least toxic of ten 
topical anesthetics tested.2 
“Superior to two popular topical an- 
esthetic preparations.''3 

No sensitivity exhibited by any of 
1809 patients in published clinical 






“the best topical anes- 


Americaine Topical Anesthetic Ointment 


studies, 3. 4, 5, 6,7, 8 provides a unique weapon for the proctolo- 
1. Tainter, M. L. and Winter, L.: Anesthe- gist for fast, prolonged relief from post- 
-siology, 5:470-490 : operative procedures, as well as from pain 
2. Adriani, J.: Pharmacology of Anesthetic ‘i s ¥ : 
Drugs, Ed. 1941 and itching pre-operatively and in non- 
~ Schmi bes : » 9 le . . ° ° 
. Gyn $0117" ae operative cases. Only Americaine contains 
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pen ho ag the unusually high concentration of 20% 
5. Horwitz, B.: Am. J. Surg., 81:61 dissolved benzocaine—a simple, potent for- 
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oucise 


TOPICAL ANESTHETIC OINTMENT 







Contains: 
Ethyl-p-aminobenzoate (benzocaine) ................+ 20% 
DR VCUAN TINO) DNREIIUD, 655.0 :6.6 0.54.0 be 40's vi cimaciee teens 0.39% 


In a bland, water-soluble base. 





ALSO AVAILABLE: 
AMERICAINE AEROSOL 

automatic spray-on topical anesthetic. 
Quick, non-traumatizing application 
to areas of excruciation pain. 






AMERICAINE LIQUID— 


For instillation into cavities and 


= canals. 
ARNAR-STONE LABORATORIES, INC, 1316 Sherman Ave., Evanston, Ill. 
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“a Available in 1 Oz. tubes 
and 1 Ib. jars. 











Newer Medicinals 


Cremomycin, Sharp & Dohme, Div. of 
Merck & Co., Inc., Philadelphia |, Pa. 
A fruit flavored antidiarrheal prepa- 
ration combining the antibacterial 
activities of neomycin and ‘Sulfa- 
suxidine’, also pectin for detoxicant 
action and kaolin for protective 
adsorbent action. Used for specific 
and nonspecific diarrheas. Dose: As 
determined by physician. Sup: In 8 
ounce bottles. 


Cort-Dome, Dome Chemicals, Inc., 
New York 23, N. Y. Ointment (cream 
base): hormone/dermatologic, 2 po- 
tencies. Formula, hydrocortisone free 
alcohol, 1% or 2% in Acid Mantle 
Cream base. For most types of der- 
matitis and eczema; also pruritis 
vulvae et ani. Dose: A small amount 
gently applied. Sup: 1% in '/ oz, | 
oz, 2 oz, and 4 oz; 2% in |/ oz, | oz, 
2 oz, and 4 oz. 


Donnatal +2, A. H. Robins Co., Rich- 
mond, Va. New dose form containing 
> gr. of phenobarbital, 0.1037 mg. 
a hyoscyamine sulfate, 0.0194 mg. 
of atropine sulfate, and 0.0065 mg. 
of hyoscine hydrobromide. For treat- 
ment of conditions characterized by 
visceral spasm or smooth muscle 
hyperactivity where more sedation is 
desired. Dose: | or 2 tablets, two or 
three times daily, or as directed. Sup: 
In bottles of 100 and 1,000 tablets. 


Enterobiotic Tablets, Pfizer Labora- 
tories, Div. Chas. Pfizer & Co., Inc., 
Brooklyn 6, N. Y. 50 mg. of Terramy- 
cin as the crystalline hydrochloride 
and 250 mg. of neomycin sulphate in 
each tablet. The tablets are yellow 
and uncoated. Dose: Administered 
orally, as determined by physician. 
For the preoperative antisepsis of the 


F-Cortef Ointment, The 


gastro-intestinal tract. Sup: In round 
amber bottles containing 40 tablets. 


Upjohn 
Company, Kalamazoo, Mich., Oint- 
ments containing | or 2 mg. fluoro- 
hydrocortisone per gram (0.1% or 
0.2% potencies). For relief of skin 
diseases such as eczema, contact 
dermatitis, pruritus and atopic der- 
matitis. Dose: Administered topically. 
Sub: In tubes containing 5 Gm. each. 


Prydon Spansules 0.4 & 0.8 Mgm., 


Smith, Kline & French Leboratories, 
Philadelphia |, Pa. Contains bella- 
donna alkaloids. Antisecretory and 
antispasmodic effect in treatment of 
peptic ulcer, hypersecretion and 
spastic condtions of the G.|. tract. 
Dose: Usual, | Spansule daily. Sup: 
0.4 Mam. in bottles of 30, 0.8 Mgm. 
in bottles of 30. 


Prydonnal Spansules, Smith, Kline & 


French Laboratories, Philadelphia |, 
Pa, Each spansule contains a total of 
0.4 Mgm. belladonna alkaloids plus | 
grain of phenobarbital. Antisecetory 
and antispasmodic plus sedative ac- 
tion. In peptic ulcer, hypersecretion 
and spastic conditions of the G.I. 
tract. Dose: Usual, | Spansule daily. 
Sup: In bottles of 30. 


Remanden—100, Sharo & Dohme, 


Div. of Merck & Co., Phila., Pa. 
Pleasantly-flavored liquid combining 
in each 6 cc. 100,000 units of peni- 
cillin and 0.25 Gm. of ‘Benemid'. 
For prolonged oral penicillin dosage 
in pneumococcic, streptococcic and 
staphylococcic infections. Dose: Ad- 
ministered orally, as required. Speci- 
ally indicated in pediatric therapy. 
Sup: In bottles of 60 cc. 
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